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EDITOR’S COMMENT 


HE clinical and experimental studies of Blair 

Bell and his associates at the University of 

Liverpool of the effect of various lead com- 
pounds upon malignant growths have been fol- 
lowed with widespread interest by surgeons in 
every part of the world. The comprehensive re- 
port of this group of workers, presented at the 
meeting of the British Medical Association in 
Bath, is abstracted on page 433. The reader 
cannot help but be impressed by the carefully 
planned organization of this group of workers 
facing so important a task, by their obvious 
determination to attack the problem from every 
possible angle, and by their judicial attitude 
toward the results so far attained. 

With reference to the action of lead upon 
malignant tissue, Wood states that sublethal in- 
jections of lead into white rats with carcinoma 
cause congestion, oedema, and necrosis of the 
tumor, chiefly because of thrombosis of the blood 
vessels and only secondarily because of the toxic 
action of lead on tumor cells. He believes that 
thrombosis takes place only in the tumor. 

In discussing the clinical application of the lead 
treatment, Cunningham points out the contra- 
indications to its use and the methods that have 
been found of value in preventing the toxic effects 
of lead. He emphasizes the need for a less toxic 
and more therapeutically active preparation than 
those now available. 

Lockhart-Mummery’s discussion of the prog- 
nosis in rectal cancer (p. 385) and the report of 
Judd and Parker on the mortality following 1,324 
operations on the biliary system and pancreas at 
the Mayo Clinic in 1925 (p. 388) help to indicate 
not only the prognosis in two important groups 
of surgical disease, but also the high standards 
that are being set up for every surgeon against 
which to measure the results of surgical treat- 
ment. Patients suffering from carcinoma of the 


rectum and patients with jaundice admittedly 
offer a trying test of surgical skill and judgment. 
That Lockhart-Mummery was able to obtain a 
five-year cure in forty-five of ninety-five cases of 
rectal cancer, and that Judd and Parker and their 
associates were able to operate upon 179 patients 
with stones or other pathological conditions 
affecting the bile ducts, of whom sixty-eight were 
jaundiced at the time of operation, with a mor- 
tality of approximately 6 per cent should serve 
as a stimulus to more careful study and more 
exacting attention to methods that make such 
results possible. 

The experimental and clinical studies of Wil- 
liams upon the part played in intestinal obstruc- 
tion and peritonitis by the toxins of anaerobic 
organisms (p. 379) seem to us of great significance 
to the general surgeon, and particularly to the 
surgeons confronted with the emergency work of a 
large general hospital. That Williams and his 
associates at St. Thomas Hospital, London, were 
able to reduce the mortality in cases of acute 
appendicitis from 6 to 1.17 per cent, and in cases 
of acute obstruction from 24.8 to 9.3 per cent by 
the administration of bacillus welchii antitoxin to 
the-patients of each group most severely ill (eight- 
een in the first group and nineteen in the second) 


‘is a strong argument in support of their theory 


that an important factor in the morbidity and 
mortality in these conditions is the specific toxin 
liberated by the rapidly multiplying anaerobes, 

The discussion of Judd, Parker, and Morse up- 
on the variation of symptoms in a group of cases 
of tumor of the kidney and ureter and tuberculosis 
of the kidney (p. 402), and the description by 
Smith and Christensen of a method of preventing 
skin excoriation in patients with intestinal fistula 
(p. 380) are only a few of many other interesting 
and important abstracts in this month’s issue of 
the INTERNATIONAL ABSTRACT OF SURGERY. 
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McFarland, J.: Ninety Tumors of the Parotid 
Region, in All of Which the Postoperative 
History Was Traced. Am. J. M. Sc., 1926, clxxii, 
804. 

The theory of accidental sequestration of em- 
bryonal cells during the early and complicated de- 
velopment of the face and neck affords the most 
satisfactory explanation of the origin of mixed 
tumors in these parts of the body. By this theory 
it is easy to account for the number and variety of 
tissues found in the tumors and for their varying 
proportions and conditions. 

Mixed tumors are individual entities having no 
relation to the normal structures in which they occur 
but from which they do not arise. They have 
nothing to do with other tumors, and should be called 
“mixed tumors,” regardless of their histology. 

These tumors are inherently benign, but common- 
ly recur after excision, and if frequently disturbed 
become locally destructive and invasive without 
forming metastases. 

The histology of mixed tumors is extremely com- 
plex, but on that account the microscopic diagnosis 
is usually very easy. The immaturity, atypical ar- 
rangement, and confused intermingling of the vari- 
ous tissue components easily lead to misinterpreta- 
tions as to their nature. 

Histological variations among mixed tumors have 
no bearing upon the prognosis. The rapid enlarge- 
ment of a mixed tumor of long duration and slow 
growth is not the result of malignant change. 
Malignant change in mixed tumors must be rare. 

Thé ninety tumors reviewed may be grouped as 
follows: Group 1, primary mixed tumors, forty-four; 
Group 2, recurrent mixed tumors, nineteen; Group 3 
mixed tumors, microscopy not verified, three; 
Group 4, probably mixed tumors with a histological 
appearance suggesting sarcoma, five; Group 5, 
probably mixed tumors with a histological appear- 
ance suggesting carcinoma, four; Group 6, recur- 


HEAD AND NECK 


rent carcinomatous tumors, fourteen; Group 7, 
adenomata, one. 

Of the patients with primary mixed tumors, 
thirty-six were alive and well after from four 
months to sixteen years following the operation. 
Six died from other causes from three to seven years 
after the operation, one died without treatment, 
and one died immediately after the operation. 

Of the patients with tumors belonging to Group 2, 
nine were living and well from two to fifteen years 
after the last removal of recurrences, one died 
shortly after the operation, and two died one year 
and twelve years respectively after operation, but 
not from recurrence. 

The three patients with tumors belonging to 
Group 3 are living and well from three to sixteen 
years after the operation. 

Of the five patients with tumors belonging to 
Group 4, four were living and well from four to nine 
years after the operation and one died two years 
after the operation but not from recurrence. 

Of the four patients with tumors belonging to 
Group 5, two are living and well from two years and 
eight months to fifteen years after operation and two 
died from other causes sixteen and nine years re- 
spectively after operation. 

Of the fourteen patients with tumors belonging 
to Group 6, nine died from the tumor, three 
developed recurrences but are free from them after 
from one to two years and two months after the 
secondary operation, and two now have recurrences. 

The one patient with an adenoma is living and well 
three years after operation. Samuert Kaun, M.D. 


EYE 


Derby, G. S., Waite, J. H., and Kirk, E. B.: Further 
' Studies on the Light Sense in Early Glaucoma. 
Arch. Ophth., 1926, lv, 575. 
The authors here record further observations on 
the light sense in glaucoma. The charts show the 
results of two tests made a year apart in thirty-nine 
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of tumor of the kidney and ureter and tuberculosis 
of the kidney (p. 402), and the description by 
Smith and Christensen of a method of preventing 
skin excoriation in patients with intestinal fistula 
(p. 380) are only a few of many other interesting 
and important abstracts in this month’s issue of 
the INTERNATIONAL ABSTRACT OF SURGERY. 














ahect acl 








INTERNATIONAL ABSTRACT 
OF SURGERY 





MAY, 1927 





ABSTRACTS OF CURRENT LITERATURE 


SURGERY OF THE 


HEAD 


McFarland, J.: Ninety Tumors of the Parotid 
Region, in All of Which the Postoperative 
History Was Traced. Am. J. M. Sc., 1926, clxxii, 
$04. 


The theory of accidental sequestration of em- 
bryonal cells during the early and complicated de- 
velopment of the face and neck affords the most 
satisfactory explanation of the origin of mixed 
tumors in these parts of the body. By this theory 
it is easy to account for the number and variety of 
tissues found in the tumors and for their varying 
proportions and conditions. 

Mixed tumors are individual entities having no 
relation to the normal structures in which they occur 
but from which they do not arise. They have 
nothing to do with other tumors, and should be called 
“mixed tumors,” regardless of their histology. 

These tumors are inherently benign, but common- 
ly recur after excision, and if frequently disturbed 
become locally destructive and invasive without 
forming metastases. 

The histology of mixed tumors is extremely com- 
plex, but on that account the microscopic diagnosis 
is usually very easy. The immaturity, atypical ar- 
rangement, and confused intermingling of the vari- 
ous tissue components easily lead to misinterpreta- 
tions as to their nature. 

Histological variations among mixed tumors have 
no bearing upon the prognosis. The rapid enlarge- 
ment of a mixed tumor of long duration and slow 
growth is not the result of malignant change. 
Malignant change in mixed tumors must be rare. 

Thé ninety tumors reviewed may be grouped as 
follows: Group 1, primary mixed tumors, forty-four; 
Group 2, recurrent mixed tumors, nineteen; Group 3 
mixed tumors, microscopy not verified, three; 
Group 4, probably mixed tumors with a histological 
appearance suggesting sarcoma, five; Group 5, 
probably mixed tumors with a histological appear- 
ance suggesting carcinoma, four; Group 6, recur- 
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rent carcinomatous tumors, fourteen; Group 7, 
adenomata, one. 

Of the patients with primary mixed tumors, 
thirty-six wete alive and well after from four 
months to sixteen years following the operation. 
Six died from other causes from three to seven years 
after the operation, one died without treatment, 
and one died immediately after the operation. 

Of the patients with tumors belonging to Group 2, 
nine were living and well from two to fifteen years 
after the last removal of recurrences, one died 
shortly after the operation, and two died one year 
and twelve years respectively after operation, but 
not from recurrence. 

The three patients with tumors belonging to 
Group 3 are living and well from three to sixteen 
years after the operation. 

Of the five patients with tumors belonging to 
Group 4, four were living and well from four to nine 
years after the operation and one died two years 
after the operation but not from recurrence. 

Of the four patients with tumors belonging to 
Group 5, two are living and well from two years and 
eight months to fifteen years after operation and two 
died from other causes sixteen and nine years re- 
spectively after operation. 

Of the fourteen patients with tumors belonging 
to Group 6, nine died from the tumor, three 
developed recurrences but are free from them after 
from one to two years and two months after the 
secondary operation, and two now have recurrences. 

The one patient with an adenoma is living and well 
three years after operation. |Samurr Kaun, M.D. 


EYE 


Derby, G. S., Waite, J. H., and Kirk, E. B.: Further 
’ Studies on the Light Sense in Early Glaucoma. 
Arch. Ophth., 1926, lv, 575. 
The authors here record further observations on 
the light sense in glaucoma. The charts show the 
results of two tests made a year apart in thirty-nine 
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cases and of one test in thirty-two other cases. 
Cases of established glaucoma showed retardation 
of dark adaptation and marked changes in the light 
minimum. 

A series of “normal” eyes in cases in which there 
was definite primary glaucoma of the other eye 
showed delay in dark adaptation or a higher thresh- 
old than normal or both. In the cases in which re- 
testing was done after a year, the light minimum 
was found higher and, in a few, glaucoma had 
developed. 

Light tests have been made in a large number of 
diseases, but the amount of material collected is not 
yet sufficient to warrant a report. The authors ex- 
press the hope that some simple means of determin- 
ing the light minimum will be developed which can 
be used in the office, and that the light difference 
may be investigated at a higher level of illumination 
than is now possible. Vircit Wescott, M.D. 


Bagley, C. H.: Enucleation of the Eyeball with the 
Implantation of Endogenous Cartilage. Am. J. 
Ophth., 1926, 3 s. ix, 873. 


Since sympathetic ophthalmia has occurred after 
failure to remove all of the sclera in an enucleation, 
all methods of exenteration are condemned. A good 
cosmetic result may be obtained by the implantation 
of autogenous cartilage in Tenon’s capsule. 

After ordinary surgical preparation, a vertical 
incision is made over the sixth rib 5 cm. to the right 
of the midline. The insertion of the rectus muscle is 
split, exposing the fused cartilage of the fifth, sixth, 
and seventh ribs. The sixth and the anterior peri- 
chondrium are removed, the posterior layer being 
left to allow future regeneration. The usual enucle- 
ation is done, sutures being attached to the recti 
muscles during the operation. 

After all bleeding has been checked by hot solu- 
tions or adrenalin, a graft composed of several layers 
of cartilage, secured by fine catgut and about three- 
fiiths as large as the globe, is placed in Tenon’s 
capsule. ‘Tenon’s capsule is closed with a purse string 
catgut suture, and three sutures of the same material 
are employed to close the subconjunctival tissues. 
The conjunctiva is carefully apposed to prevent 
infolding and is closed with a horizontal row of 
interrupted silk sutures. 

No blood matching is necessary, the cosmetic 
result is good and permanent, sympathetic ophthal- 
mia is eliminated, and there is little postoperative 
reaction. SaMvuEL A. Durr, M.D. 


Lent, E. J., and Lyon, M. B.: Hzemangioma of the 
Choroid. J. Indiana State M. Ass., 1926, xix, 443. 


The authors report what they believe to be the 
twenty-sixth case of hemangioma of the choroid on 
record. From this case and the twenty-five pre- 
viously reported in the literature, they draw the fol- 
lowing conclusions: 

1. Hamangioma of the choroid is a rare condition. 

2. It occurs most frequently in the second decade 
of life. 


3. It grows slowly and ultimately causes retinal 
detachment and glaucoma. 

4. It is non-invasive and non-metastatic. 

5. The diagnosis from other intra-ocular tumors 
is difficult but possible. Ausrey H. PemBer, M.D. 


King, C.: Tuberculous Iridocyclitis as Observed 
with the Slit Lamp, with Remarks on Tuber- 
culin Treatment. Arch. Ophth., 1926, lv, 563. 


King states that for some time there will prob- 
ably be a discussion as to the use of tuberculin as a 
diagnostic and therapeutic agent. In his opinion, 
however, it is hardly possible that the slit lamp will 
be of much aid in the argument when, in the present 
state of our knowledge, the clinical appearance of 
tuberculosis as revealed by it is identical with that 
of lues and sympathetic inflammation. After all, 
we are dependent in the differential diagnosis of 
chronic iridocyclitis upon the history, the general 
and local clinical findings, and the findings of well- 
established laboratory tests. 

In conclusion King says that to those who have 
seen the general physical and laboratory examination 
made by German ophthalmologists in cases of ocular 
inflammation it is not surprising that they discover 
tuberculosis in such a high percentage. German 
ophthalmologists have made good use of tuberculin 
but, like some American ophthalmologists, have not 
sufficiently realized the importance of focal infection 
or coincident infections. Vircit Wescott, M.D. 


Wright, R. E.: Blocking of the Main Trunk of the 
Facial Nerve in Cataract Operations, Based on 
Experience in Over 150 Cases. Arch. Ophth., 1926, 
Iv, 555- 


The author suggests a method of blocking the 
facial nerve in cataract operations in the cases of 
unruly patients. It has been tried in 150 cases with 
good results. The side of the face becomes mask- 
like and the pressure on the globe is limited to that 
caused by the levator muscles of the globe or a 
bulging eye. The only disadvantage arises from the 
lagophthalmos. In four cases, this persisted so 
long that a tarsorraphy was necessary. The lids 
must be carefully approximated while the dressings 
are applied. 

The lobe of the ear is pulled forward and upward 
and the needle introduced at about the level of the 
mastoid process. Paralysis results after from five to 
fifteen minutes. Vircit Wescott, M.D. 


EAR 


Shambaugh, G. E.: Fads and Fancies in the Prac- 
tice of Otolaryngology. J. Am. M. Ass., 1926, 
Ixxxvii, 1720. 


Shambaugh discusses theories relating to nasal 
neuroses, the indiscriminate removal of the faucial 
tonsils, the misinterpretation of the relation of 
nasal and nasopharyngeal conditions to certain 
forms of ear disease, the treatment of the spheno- 
ethmoids for the relief of optic neuritis when there 
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are no definite indications for such treatment, and 
intranasal surgery for the relief of migrainous 
headache. W. B. Stark, M.D. 


Wilson, J. G.: The Maintenance of Attitude and 
Its Relation to the Vestibular Mechanism. 
Laryngoscope, 1926, xxxvi, 791. 

In stimulation of the semicircular canals by 
rotation which results in changes of attitude of the 
body the mechanical factor is angular acceleration, 
but if we conclude our consideration of this change 
with the mechanical factor we have a restricted view 
of the process involved. Tait found that a frog 
rotated tangentially, with a constant acceleration, 
abruptly assumes certain postures “in shifts,’ and 
concludes that the frog has a certain range of selec- 
tion in the matter of posture. Contrast this with 
the following data: . 

Dodge found that if one is seated in a chair so 
that the back and body are fixed when the chair is 
slowly rotated with a constant, very slow acceleration 
starting at zero, the following sensations result: 
(1) consciousness of motion with no knowledge of 
direction, alternating with periods when no motion 
is felt; (2) consciousness of correct rotation or a 
reversal effect; (3) a fairly accurate knowledge of 
the direction of rotation which is gained as the speed 
of rotation increases. 

In both experiments the mechanical factor is un- 
altered except in regard to increasing speed. It is 
difficult to believe that a constantly directed speed 
per se can give such varying impressions if we regard 
these impressions solely as the outcome of a mechan- 
ical factor. Something occurs when this physical 
energy is translated into nerve energy. The degrees 
of contraction of a muscle are not as numerous as 
the degrees of strength of the exciting stimulus but 
take place in a series of steps. There is needed an 
increment in the intensity of stimulation before the 
effective result comes. There is a definite increment 
of energy before the “abrupt shift” is made, just as 
there is a definite increment of frequency before the 
difference between pitches or of amplitude between 
two sensation units. This places the emphasis where 
it belongs, on the nerve mechanism, and less on the 
mechanical action of acceleration. 

There are two thoughts which should ever be 
present when one desires to apply experimental find- 
ings from lower mammals to man: 

1. That the central nervous system is a unit into 
which fit several more or less independent units with 
special functions, of which one, equilibrium, has an 
important part of its mechanism located in the 
labyrinth. 

2. That when the labyrinth is considered at 
different stages of vertebrate development the posi- 
tion of the anatomical mechanism involved is not 
constant. There is a flexibility in the mechanism 
with fixation of function. 

The central nervous system controls the move- 
ments and the attitudes of the body. To do so 
adequately, it must have information in regard to 
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the attitudes of the body or movements which are 
being carried out. To assist in supplying such in- 
formation is the chief function of the labyrinth. 
Involved in the complete reactions necessary for 
equilibrium we have three factors: (1) the adequate 
afferent stimuli, from various sources, which set the 
mechanism going; (2) the co-ordination of these 
stimuli, the summing up and adjustment of the 
stimuli, the avoidance of conflicts; and (3) the 
efferent pathway through which the adequate mus- 
cular reactions are made effective. 

When one analyzes the first of these, one is im- 
pressed with the number of responses in which 
afferent impulses from more than one source can 
be shown to participate. Frequently it is the 
accessory afferent impulses, arising from sensory 
fields other than the limited one to which a given 
stimulus is applied, which makes the reflex response 
adequate for the particular movement required by 
the animal. In the maintenance of equilibrium a 
number of afferent impulses are involved. The play 
and interplay of these afferent forces are bewilder- 
ing in their complexity and will remain so unless we 
recognize the underlying essentials. One aid to our 
diagnosis as clinicians is the study of the mod- 
ifications of typical motor responses which occur 
when any particular afferent channel is blocked, for 
instance, the alteration of the normal reaction to 
caloric stimulation. There is the possibility that 
when one of these afferent channels is interfered 
with by accident or disease, certain other channels 
may, by the increase in the quantity of energy which 
passes over them, compensate, in part at least, for 
the loss of the impulse which formerly came in over 
the damaged pathway. 

From the labyrinth, two muscular reflexes arise: 
(1) movements which are transitory, for instance, in 
the eyes, produced by angular acceleration or by the 
caloric reactions; and (2) unconscious compensatory 
positions persisting after movement and retained so 
long as the head remains in a particular position in 
space. These are distinguished also from one another 
as to the anatomical site of their origin. The site of 
the positional lies chiefly, it is believed, in the otolith 
organs; that of the caloric, in the semicircular canals. 

Positional reflexes arising from the labyrinth 
show a shift in the location of origin of the reflexes 
at different levels of the vertebrate phylum. Magnus 
has shown that, in rabbits and guinea pigs, they 
originate in the otolith organs, but Maxwell clearly 
demonstrated that in fish the positional reflex could 
come from the ampulla. Here we note a first shift 
in anatomical location. The source of the reflex 
movements in the rabbit, Magnus locates in the 
saccule, but Parker and Maxwell have shown that 
in fish the loss of this saccular otolith “does not alter 
or weaken any of the compensatory movements, it 
does not disturb equilibrium or the righting reflex, 
nor is the muscle tonus affected in any way.” Here 
there is a second functional change in location. 

Again tonic labyrinthine reflexes acting on the 
muscles are modified by the position of the eyes in 
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the head, lateral or frontal. In the rabbit with 
laterally placed eyes where the images do not fall on 
corresponding points of the retina these labyrinthine 
reactions are marked. In the monkey and man in 
which the images fall on corresponding points of the 
retine they are “small and subsidiary” to ocular 
positional reflexes. Here there is a third functional 
change during phylogenetic development. Related 
tothis, we find in the guinea pig and rabbit the co- 
ordinating mechanism adjusting the tactile, the neck, 
and the labyrinthine reflexes for equilibrium located 
in the medulla, pons, and mesencephalon. But with 
the development of the cerebrum in the higher 
mammals the primitive co-ordinating mechanism 
has been modified by a shifting forward of co- 
ordinating areas. In the monkey and man, the 
ocular component dependent on the activity of a 
high cerebral factor becomes a greater controlling 
factor in positional reflexes. In keeping with this 
change as a result of the experimental work on dogs 
and monkeys and from clinical observations with 
pathological findings in man it was found that the 
quick component involves a different pathway and 
higher cerebral association than the red nucleus 
or nuclei caudal to it as suggested by Magnus and 
his co-workers. 

Labyrinthine “righting” reflexes by means of 
which the head always tends to remain in the normal 
position and does not conform to the different posi- 
tions of the trunk can be studied in normal guinea 
pigs and rabbits; in all other animals the cerebral 
hemispheres must first be removed (decerebration), 
but the mid-brain, especially the nucleus ruber must 
be left intact because the centers of these reflexes 
are situated there. Dogs and cats show the influence 
of the cerebral cortex in the activity of the visual 
righting reflex. 

In decerebration we cut off the so-called inhibitory 
influence and then consider the effect of its absence 
on a center which very probably, because of this 
cut-off, has augmentation of afferent force to it 
from other sources. But what was this’ inhibitory 
influence doing before it was cut off? Inhibition is 
a positive and not a negative quantity. Suppose an 
inhibitory center A located according to our hypoth- 
esis above the mesencephalon is controlling the 
red nucleus. To control it adequately, Center A 
must get information from the periphery concerning 
equilibrium, and such peripheral influences must pass 
up higher than.the brain stem and the red nucleus. 
It may well be that the red nucleus and the cells 
which extend from it to the medulla act in part as 
Magnus has outlined, but it is well to consider the 
possibility and likelihood that some part of the 
function of these areas has been transferred in man 
to other and higher areas, or at any rate that pro- 
found influences above the mid-brain have to be 
seriously considered. One should not forget the 
modifications in phylogeny which have already oc- 
curred, and we should not be too dogmatic in trans- 
ferring experimental data from rabbits to man. 
Rather let us correlate the experimental facts so 


, 


clearly stated by Magnus with observed pathological 
results seen in our clinical cases, for along this road 
lies progress. 


NOSE AND SINUSES 


Cunningham, O. D.: Tutocaine: A Local Anzs- 
thetic in Rhinolaryngology. Laryngoscope, 1926, 
XXxvi, 837. 

The author discusses the merits and defects of 
tutocaine as a local anesthetic from the laboratory 
and clinical standpoints. 

In experiments on animals, tutocaine was found 
to be 4.5 times less toxic than cocaine, 2.7 times more 
toxic than novocain, and approximately three-fifths 
more powerful than cocaine for the induction of sur- 
face anesthesia. Its toxic symptoms are essentially 
those of cocaine and novocain. 

In clinical use it was found that for the removal of 
tonsils, a 5 per cent solution in 1:10,000 adrenalin 
is a satisfactory substitute for 10 per cent cocaine 
for surface anesthesia and a l4 per cent solution is a 
satisfactory substitute for 0.5 per cent novocain 
for infiltration. For most intranasal operations a 
5 per cent solution in 1:10,000 adrenalin is a satis- 
factory substitute for flake cocaine and adrenalin. 
For submucous resection tutocaine is less satis- 
factory than cocaine flakes and adrenalin. 

It is somewhat slower than cocaine and novocain 
in producing equivalent anesthesia. It is superior 
to cocaine in its relative freedom from toxic by- 
effects. W. B. Stark, M.D. 


Hays, H.: The Local Administration of Bacterial 
Vaccines in the Treatment of Subacute and 
Chronic Nasal Sinus Conditions. Laryngoscope, 
1926, Xxxvi, 812. 

In the treatment of subacute and chronic para- 
nasal sinus infection the author applies an autog- 
enous vaccine to the nasal mucous membrane and 
injects it into the antra. 

The patient receives, in all, eight office treatments 
given at intervals of three or four days. In the 
interim he uses the vaccine at home twice daily in 
the form of a nasal spray. 

Of sixty-nine patients treated in this manner, 
twenty-three were cured, thirty-eight were bene- 
fited, and eight were not benefited. 

W. B. Stark, M.D. 


Turner, A. L., and Reynolds, F. E.: Nasal Mucous 
Polypi: Intranasal Operation on the Ethmoidal 
Air Cells; Purulent Leptomeningitis; Death; 
Autopsy. J. Laryngol. & Otol., 1926, xli, 717. 


In two previous communications published by the 
authors on their investigations regarding the path- 
ways of infection from the nose and accessory 
sinuses to the intracranial structures, it was proved 
that the infection may travel along the veins. In the 
two cases reported, septic thrombosis of the caver- 
nous blood sinuses developed as the primary com- 
plication; in one, from an initial focus in the ala nasi, 





a ae Sl a 


— w 








SURGERY OF THE HEAD AND NECK 305 


in the other, from suppuration in the ethmoidal and 
sphenoidal air cavities. 

The case reported in this article was an example of 
acute purulent pneumococcal leptomeningitis con- 
sequent upon operation on the ethmoidal air cavities. 
Microscopic examination of the tissues demonstrated 
that the lymph sheaths of the olfactory nerves were 
the paths along which the infection had spread. 

The article contains numerous photomicrographs 
and other illustrations to show this. The possible 
routes of intracranial infection from a primary focus 
outside the skull are enumerated. 

The number of fatalities in relation to the total 
number of intranasal operations performed on the 
accessory sinuses in the numerous ear and throat 
clinics is not large, even granting that more com- 
plications occur than are reported. From the 
microscopic investigation of the authors’ case and 
of the two cases reported by von Eicken and 
Miodowski, we must conclude that the olfactory 
perineural lymph sheaths provide one of the path- 
ways along which infection may reach the meninges. 
The authors are at present engaged in investigating 
microscopically another case of postoperative fatality 
which may throw further light upon the path of 
infection in these cases. No postmortem examination 
should be regarded as complete unless this line of 
inquiry is undertaken. 

In intranasal operations upon the ethmoidal air 
cells the olfactory area of the nasal cavity is a 
danger zone because of the perineural lymph sheaths 
in the mucous membrane and the close proximity of 
the thin cribriform plate. It is therefore advisable to 
avoid this area in order to eliminate, so far as possi- 
ble, the risk of infecting the meninges by way of the 
lymph sheaths of the olfactory nerves or more direct- 
ly through a fracture of the cribriform piate. 

ABRAHAM R. HOLLENDER, M.D. 


Sewall, E. C.: External Operation on the Ethmo- 
Sphenoid-Frontal Group of Sinuses under 
Local Anzsthesia: The Technique for the 
Removal of Part of the Optic Foramen Wall 
for the Relief of the Pressure on the Optic 
Nerve. Arch. Ololaryngol., 1926, iv, 377- 


After discussing the etiology, pathology, symp- 
toms, and diagnosis of sinus disease, the author de- 
scribes the indications for operation and his opera- 
tive technique in the treatment of disease of the 
ethmosphenoid-frontal group of sinuses. He ad- 
vocates the use of the extranasal route and local 
anesthesia. He describes also the technique of 
freeing the optic nerve by removal of the optic 
canal. 

A series of thirty operations performed by Sewall 
are reviewed. There were no fatalities. In all of 
the cases the scars were almost negligible. Pain 
during the operation was slight. The time required 
for the operation was about one and a half hours. 
Practically no bleeding was caused by the work on 
the sinuses. The results were on the whole satis- 
factory. In all of the cases the symptoms com- 


plained of before the operation were relieved, and 
in some of them the discharge had been entirely 
stopped at the time of this report. 

W. B. Stark, M.D. 


PHARYNX 


Crumrine, C. A.: An Anatomical Study of the 
Superficial and Deep Lymphoid Tissues of the 
Nose and Throat. Atlantic M.J., 1926, xxx, 58. 


The author describes the suboccipital, mastoid, 
parotid, submaxillary, submental, and retropharyn- 
geal lymphatics which form the cervical glandular 
collar, the substernomastoid, internal jugular, and 
subclavicular lymphatics which constitute the vertical 
glandular chains, and the lymphatics of the gums, 
tongue, palate, pharynx, and nasal fossex. 

W. B. Stark, M.D. 


Steward, F. J.: Surgical Treatment of Malignant 
Disease of the Upper Air and Food Passages. 
Brit. M. J., 1926, ii, 819. 

Knox, R.: Treatment by X-Rays of Malignant Dis- 
ease of the Upper Air and Food Passages. Brit. 
M.J., 1926, ii, 821. 

Milligan, Sir W.: Treatment by Radium of Malig- 
nant Disease of the Upper Air and Food Pas- 
sages. Brit. M.J., 1926, ii, 822. 

Syme, W. S.: The Treatment by Diathermy of 
Malignant Disease of the Upper Air and Food 
Passages. Brit. M.J., 1920, ii, 825. 


STEWARD: Early operable cases of malignancy of 
the upper air and food passages (perhaps ro per cent 
of the total number) are those in which the primary 
growth involves a limited area, no enlarged lym- 
phatic glands are palpable, and the general condition 
is good. 

Doubtful cases constitute the majority —about 50 
per cent of the total number. ‘The site of the 
growth is largely immaterial; avenues of approach 
can always be planned. If the growth can be re- 
moved without too great interference with function 
there is a chance of cure or the probability of allevia- 
tion even if it is extensive and the glands on one 
side of the neck are involved. 

In hopeless cases (40 per cent of the total number) 
a palliative operation such as the removal of a foetid 
bleeding ulcer of the tongue is often advisable. 

The decision as to the procedure indicated is most 
difficult in the doubtful, borderline, or hopeless 
cases. In these, treatment may fail or there may be 
a chance for a brilliant success. 

The chief dangers of operation are infection of the 
operative wound and sepsis of the lung. The mouth 
must be freed from infection. Septic teeth should be 
removed and the others carefully scaled and cleaned. 

The anesthetic of choice is ether given by intra- 
tracheal insufflation. A complete block dissection of 
the glands of the corresponding side of the neck is 
done through wide skin flaps. 

If the growth is in the upper part of the pharynx, 
the mandible is sawed through and the growth ex- 
cised with a sufficient margin of mucous membrane. 
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If the lower pharynx is involved, the excision is made 
lower, usually after the removal of the hyoid bone 
and part of the thyroid cartilage. Before the 
pharynx is opened, it is isolated by gauze packs in 
order to lessen the risk of infection. 

The growth may be removed by excision or 
diathermy. In the use of diathermy the peripheral 
coagulation seals off the surrounding tissues and pre- 
vents spreading wound infection. However, on 
account of the prolonged local healing of the cicatrix, 
pulmonary sepsis is liable to result. If the base of 
the wound is small and can be well closed, Steward 
prefers excision, whereas when it is large and irregu- 
lar he prefers diathermy. 

The result of the operation is dependent upon 
successful closure of the opening in the pharynx. 
Leakage infection is always serious. Numerous 
mattress sutures are used to unite, first the sub- 
mucosal surfaces, and then the muscles. All spaces 
are occluded. 

If the removal of the growth leaves a defect which 
cannot be completely closed, the mucosa is sutured 
to the skin edges and subsequent plastic closure is 
done. Removal of a hypopharyngeal growth will 
leave a defect which must be filled by a skin flap 
(from the original incisions) or by the formation of 
a cicatricial stricture. A soft rubber catheter for 
feeding is fitted into the wound in the neck. 

Knox: The treatment of malignant disease of 
upper air and food passages with the X-rays has not 
been satisfactory, chiefly because in such a limited 
depth of tissue it is not easy to administer a satis- 
factory dose without causing damage. However, 
recent improvements in the technique have some- 
what overcome this difficulty, and better results are 
now being obtained with the use of medium wave 
lengths. An accurate diagnosis is essential. 

Tuberculosis, syphilis, and actinomycosis must be 
ruled out. Sometimes a few X-ray treatments may 
reveal the nature of the disease. Inflammatory and 
lymphosarcoma masses disappear readily, whereas 
tuberculosis disappears more slowly, and jn carcino- 
ma the response is very slow. 

Pre-operative X-ray treatment is recommended 
for early operable lesions. This should be applied 
chiefly to the glandular areas. Postoperative raying 
is also beneficial if it is not carried to the point of 
depressing the reparative powers. In inoperable 
cases alleviation is obtained by moderate doses as 
distinct from lethal doses of the X-rays. Greater 
improvement in the results is to be expected from 
further refinements of the technique. 

Five illustrative cases are reported. Some of them 
show the difficulties in the diagnosis. In others the 
X-ray treatment causes improvement, but in none 
did the improvement last longer than a year. 

MILLIGAN: When the technique of radium ap- 
plication is further improved, radium will supplant 
surgery in the treatment of inoperable malignancy 
of the upper air and food passages. With regard to 
the dosage there are two schools of opinion, some 
advocating large doses and short exposures and 
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others advocating small doses and long exposures. 
Milligan favors small doses and long exposures. The 
best method consists in exposing the growth surgical- 
ly and inserting the element under the guidance of 
the eye. Sarcomata disappear rapidly, but frequent- 
ly form metastases. Epitheliomata require only short 
exposures. 

In the nasopharynx and cesophagus considerable 
technical difficulty is experienced in the introduction 
of radium. In the nasopharynx, radium is of value 
because of its devascularizing effect. Its use is free 
from the risk attending operation in this region. 
The more fibrous the growth, the larger the dose re- 
quired. Sarcoma is readily dispersed. 

In cases of sarcoma arising in the glands, toxemia 
may result from the absorption of tumor products. 
Therefore the attempt should be made to cause slow 
absorption of the growth. Pedunculated growths in 
the nasopharynx should be removed surgically. In 
cases of sessile and infiltrating growths, surgery is 
useless, but radium offers a possibility of cure. 

The author does not remove the glands primarily, 
preferring to wait until the radium reaction has sub- 
sided. Radium produces at first an cedema and in- 
creased vascularization with liability of some of the 
cancer cells to wander away. Milligan extirpates the 
glands surgically whenever possible. The burying of 
emanations in the glands is unwise as with this 
method several microscopic gland areas remain un- 
affected. Following surgical removal, radium tubes 
may be buried in the field. The main artery should 
be tied to devascularize the area and the radium 
then applied externally. 

Malignant nasal growths are not common. Sar- 
coma varies greatly in its virulence. The higher up 
its origin, the more unfavorable the prognosis. As a 
rule the treatment of choice is lateral rhinotomy and 
removal of the growth. 

In the maxillary and ethmoid sinuses, exposure is 
effected by window resection through the canine 
fossa or lateral rhinotomy. Following ligation of the 
external carotid, the external glands are removed and 
the growth is exposed and curetted. Radium is then 
applied and surface irradiation given. 

Malignant disease of the palate is fairly frequent. 
It is generally inoperable, but is easily treated by 
diathermy; radium is rarely indicated. 

Primary malignant disease of the tonsil is rare, but 
squamous epithelioma extends back to the tonsil 
from the tongue, fauces, etc. In this region surgical 
intervention is seldom successful and the growth is 
radium-resistant. In favorable cases (growth small 
and not fixed) radium tubes may be inserted per os. 
This requires great care. In the early stages the 
neoplasm is local and if treated at once is curable. 

Syme: The aim of surgical diathermy is coagula- 
tion by heat, not cauterization. Coagulation is ob- 
tained for a distance of % in. from the acting 
terminal. A too strong voltage will result in cau- 
terization, and a too weak voltage will consume con- 
siderable time in raising the tissues to a sufficient 
degree of heat. 
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To remove the growth, the diathermy knife is 
plunged into the tissues beyond it and the current 
turned on. The current is then turned off and the 
knife re-introduced a little distance away. Cauter- 
ization of the surface is avoided. After coagulation 
has been produced all around the growth, the neo- 
plasm is cut away with the diathermy knife used as 
a knife. If encounter with large vessels is anticipated, 
the main artery, lingual or external carotid, is tied. 
Anesthesia is induced with chloroform. 

In the treatment of affected glands, small masses 
of glands are removed when the artery is ligated. 
When the masses are larger or operability is doubt- 
ful, the primary disease is attacked first. This gener- 
ally leads to a reduction in the size of the glands (re- 
moval of sepsis), thereby facilitating their later re- 
moval. In the absence of obvious gland involve- 
ment, Syme does not open the neck except to ligate 
the carotid. Each case must be treated according to 
its particular requirements. 

Malignant disease of the lower pharynx can be ex- 
posed surgically and then subjected to diathermy or 
treated with the suspension apparatus. The latter is 
preferable. Sometimes the two methods are com- 
bined. There is very little shock following diathermy, 
but the appearance of well-being may be only simu- 
lated. Persons with sepsis from malignant disease of 
the mouth are not good subjects for prolonged ether 
anesthesia or operation. After three or four days 
they do not look so well, and in some cases sudden 
death occurs from heart failure. 

The cases most suitable for diathermy are those of 
malignancy confined to the mouth. For operable 
cases of the lower pharynx and larynx, diathermy 
is not suitable. 

In the discussion of this report, WoopMAN stated 
that by the use of diathermy in oesophageal carcino- 
ma he has rendered patients able to swallow natural- 
ly until death. Harry C. Sattzste, M.D. 
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Tilley, J. H.: Exophthalmos: The Mechanism of 
Its Production in Exophthalmic Goiter. Ann. 
Surg., 1926, Ixxxiv, 647. 

It is generally accepted at the present time that 
in exophthalmic goiter there is an actual anterior dis- 
location of the eyeballs. The possibility that an 
increase in the width of the palpebral fissure might 
be a factor in the mechanism of the displacement has 
not been emphasized. 

Tilley reports a case showing marked anteroposte- 
rior movement of the eyeballs on opening and closing 
of the lids. This was evident on simple observation 
and shown also by kinematographic films. It sug- 
gested that the position of the eyeball in exophthal- 
mic goiter is dependent largely upon the restraining 
force of the lids. 

The retrobulbar tissues must exist in a certain 
state of tension. Because of the rigidity of the walls 
of the orbit, this expansile force must be balanced by 
the eyeball, which in turn must be partially restrained 


HEAD AND NECK 367 


from movement anteriorly by the eyelids. If the 
palpebral fissure is enlarged, the restraining power 
of the lids is of necessity reduced in geometrical ratio 
because of the spherical shape of the eyeball. The 
importance of these facts in relation to the enlarged 
palpebral fissure and the infrequent closure of the 
lids in exophthalmic goiter is obvious. This mecha- 
nism assumes an increase in the retrobulbar tissue to 
occupy the space and maintain the tissue tension re- 
sulting from anterior movement of the eyeball. If 
this explanation is correct, an increase of retrobulbar 
tissue is the result rather than the cause of anterior 
dislocation of the eyeballs. 

It is possible that the unstriped muscle between 
the levator palpebr superioris of the upper lid and 
the tarsal cartilage and in the lower lid between the 
conjunctival fornix and the tarsal cartilage, which 
has been described by Mueller, may produce a 
widening of the palpebral fissure by its contraction. 
Attempts to diminish the size of the palpebral 
fissure by a collodion dressing warrant further trial. 

J. Frank Doucuty, M.D. 


Pemberton, J. DeJ.: Modern Management of 
Exophthalmic Goiter. California & West. Med., 
1926, xxv, 619. 

Pemberton reviews the progress of surgery of the 
thyroid and the difficulties encountered in the treat- 
ment of exophthalmic goiter. After the surgical 
management had been improved, patients were en- 
couraged to undergo treatment at an early stage of 
the disease and eventually the operative mortality 
was reduced from a high level to between 2 and 4 
per cent. 

Plummer’s theories of the nature of exophthalmic 
goiter and of the value of iodine in its treatment are 
summarized. Surprisingly soon after the adminis- 
tration of iodine there is a very definite change in 
the symptoms, especially in those of a nervous 
nature. Nausea, vomiting and diarrhoea, if present, 
often cease in a day. The more serious the case the 
more effective the administration of iodine. The 
histological changes induced render the technical pro- 
cedures of the operation easier. The pre-operative 
preparation must be adapted to the individual 
patient and include the administration of iodine, a 
high-calorie diet, and rest. In all instances, how- 
ever, the patient should be allowed to be up and 
about for several days before the operation. In 
the Mayo Clinic, patients in a crisis are given a 
large amount of Lugol’s solution, sometimes from 
60 to 100 minims daily. As the crisis subsides, 10 
minims are giving three times daily until the oper- 
ation is performed. Digitalis is no longer given 
routinely, and in any event its administration should 
be stopped at least three days before the operation. 

When the risk of operation is great, preparatory 
measures should be continued as long as they are 
effective. The patient should be allowed time to 
regain his strength after a crisis before operation is 
undertaken; this may require a month or longer. 
Pemberton has found the operative risk to be 
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relatively greater in children with exophthalmic 
goiter than in adults. In the cases of children he 
therefore often prolongs the preparatory treatment 
to two or three months. 

The success of the operation depends to a con- 
siderable extent on the patient’s mental attitude. 
The operator should secure the patient’s confidence. 
Local anesthesia is to be preferred if the cooperation 
of the patient can be obtained. If general anesthesia 


sequence as compared with the experience of the 
anesthetist. Prolonged deep anesthesia should be 
avoided. The most frequent technical complications 
of the operation are injury to the recurrent laryngeal 
nerve and postoperative haemorrhage, either of 
which may cause death. 

After operation, Lugol’s solution is given routine- 
ly, but its postoperative administration cannot be 
substituted for its pre-operative administration. 
Lugol’s solution in doses of 10 minims daily is pre- 
scribed for two or three months after the operation. 

In 1,835 cases of exophthalmic goiter treated at 
the Mayo Clinic in the period from January, 1924, 
to January, 1926, the mortality was just under 1 
-per cent. \ 


Brodersen, N. H., and Harbitz, H. F.: Basedow’s 
Disease and the Results of Its Operative Treat- 
ment in the Drammen Hospital (Morbus 
Basedowii und Ergebnis seiner operativen Behand- 
lung im Krankenhaus in Drammen). Acta chirurg. 
Scand., 1926, |xi, 107. 


The authors have re-examined 132 patients who 
were operated upon for Basedow’s disease by Lied in 
the Drammen Hospital in the period from 1921 to 
1924. Most of them had been subjected to a radical 
operation performed in one stage under paraverte- 
bral and local anesthesia with removal of the entire 
right lobe, the isthmus, and the left lobe except a 
small portion of the upper pole. 

Of the eighty-seven cases in which the typical 
radical operation was done, the condition was cured 
in 87.4 per cent, improved in 11.5 per cent, and 
made worse in 1.1 per cent. A doubtful recurrence 
developed in three and a fairly obvious recurrence in 
two. In the cases of less radical operation the results 
were often transitory and the incidence of recurrence 
much greater. The patients were re-examined from 
one to four years after the operation. Of thirty-one 
patients who were operated upon for secondary 
Basedow’s disease (adenomatous goiter with hypec- 
thyroidism), twenty-nine recovered. 

The authors discuss the effect of the operation on 
such symptoms as exophthalmos, tremor, nervous- 
ness, insomnia, and psychoses, and upon the condi- 
tion of the heart and pulse. They report three cases 
in which marked enlargement of the heart was great- 
ly decreased. The pulse rate was decreased on the 
average by 31 beats. The average gain in weight 
was 7.9 kgm. Special mention is made of the eftect 
of the operation on menstruation and pregnancy. 
Seven patients had a normal pregnancy and labor 
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from one to three years after the operation without 
recurrence of the goiter. 

The postoperative reaction seems to have ittle 
relation to the severity of the disease. The authors 
doubt that the reaction depends to any great extent 
upon the absorption of gland secretion during and 
after the operation. 

In three cases the operation was complicated by 
hemorrhage. The postoperative complications in- 
cluded bronchopneumonia (?) in one case, tetany in 
two cases, collapse with cyanosis and transitory 
icterus in one case, hoarseness for several weeks in 
one case, and a transitory exacerbation of a psychosis 
in one case. Myxoedema did not occur in any case. 
There were no deaths. 


Bartlett, W.: Recognition of the Goiter Patient 
Unsuited to Thyroidectomy. J. Am. M. Ass., 
1920, Ixxxvii, 1279. 

Lahey, F. H.: Substernal Goiter. 
1926, Ixxxvii, 1282. 


J. Am. M. Ass. 


BARLETT mentions the six characteristic features © 
that are thought, in most instances at least, to 
characterize exophthalmic goiter. These are: typical 
eye signs; thrills and bruits in the cardinal vessels, 
which seem to be present in every case; vasomotor 
symptoms (vomiting, diarrhoea and sweating); nerv- 
ous irritability; mental aberrations of a primary 
nature; and crises and remissions which occur in 
most cases if the patient lives long enough. Pa- 
tients who are not ready for operation are those with 
a high metabolic rate, increased non-protein nitro- 
gen, hypersensitiveness to oxygen deficiency, lowered 
blood pressure, loss of weight, loss of self control, 
and heart injury. Most important of all as a contra- 
indication to operation is definite heart injury. 
Patients with heart conditions may be divided into 
three classes: those who have a functional affection 
with temporary exhaustion of the heart, those with 
congestive heart failure and auricular fibrillation, 
and those in which the heart is completely “burned 
out.” 

Five classes of patients appear particularly un- 
suited to thyroidectomy: those with the fulminating 
condition, adolescents, the insane, those with 
epilepsy, and pregnant women. 

The preparation of the patient for operation re- 
quires measures to correct the thyroid secretion, 
decrease thyroid activity, restore the circulatory 
conditions, and improve the neuropsychic condition. 
In addition, the preparation may be divided into 
indirect general measures, direct local measures, 
and indirect local measures. The indirect general 
measures include a sojourn in the hospital of such 
length that toward the end of it the patient may be 
subjected to a subtotal thyroidectomy as the one 
and only operative procedure. The direct local 
measures, such as irradiation, injections, and ligation 
are reserved for the obstinate type of case in which 
the condition cannot be improved sufficiently for 
operation under the plan just outlined. When 
neither the indirect general nor direct local meas- 
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ures avail, something may sometimes be accom- 
plished by indirect local measures which influence 
the thyroid by the obliteration of septic foci in the 
teeth, tonsils, sinuses, prostate, or elsewhere, al- 
though, if possible, this plan of action should be 
deferred until after thyroidectomy since it is general- 
ly admitted that the patient’s resistance is lowered 
by such minor procedures. 

There are certain persons who cannot be restored 
to a condition in which thyroidectomy seems ad- 
visable—those who die of thyrotoxicosis, those 
whose condition is regarded as hopeless, those who 
are intolerant of restraint, and those who die of inter- 
current diseases. 

A low operative mortality depends upon adequate 
preparation and the correct choice of patients. 

LAHEY calls attention to the fact that substernal 
goiter is readily overlooked and often not recog- 
nized until serious conditions have developed. The 
progressive descent of a goiter or the location of ade- 
nomata or cysts of the thyroid where they may enter 
the mediastinum should be an outstanding indication 
for their surgical removal. Goiters that have entered 
the mediastinum and have deviated and flattened 
the trachea have usually done so only after their 
presence as goiters has been obvious for a good 
many years. 

The types of goiter that most commonly become 
intrathoracic or substernal are the adenomatous 
goiters. Cysts and colloid goiters also become sub- 
sternal, but much less frequently. Substernal goiter 
rarely exists without eventually producing a de- 
formity of the trachea in either its course or its 
contour. Such deformities, which result in respira- 
tory difficulties, often do not manifest themselves 
until the patient is well along in years and ill 
equipped to endure the serious ordeal of their removal. 

The basic factor in the diagnosis of intrathoracic 
goiter is the palpation of the lower poles of the 
thyroid. If both lower poles of the thyroid can be 
felt to pass beneath the palpating finger as the gland 
ascends and descends on swallowing, then, except 
in cases of the rare substernal goiter due to aberrant 
thyroid tissue, the goiter is not substernal or intra- 
thoracic. However, if one or both lower poles cannot 
be demonstrated, substernal goiter is to be seriously 
suspected and measures should be taken to demon- 
strate its presence or absence. 

In deviation of the trachea secondary to substernal 
goiter with flattening and narrowing, the effect of 
the decrease of the tracheal caliber is usually evi- 
denced by an audible increased respiratory noise 
noted particularly after exertion. Dilatation of the 
superficial thoracic veins over the upper chest ac- 
companies substernal goiter with fair constancy 
when the size of the mass projecting into the medias- 
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tinum is great enough to interfere with the venous 
drainage of the goiter. 7 

Patients with substernal or intrathoracic goiter 
frequently complain of a feeling of substernal pres- 
sure and frequent choking attacks. A very striking 
and interesting point in the history is difficulty in 
breathing when the head is canted to one side as 
when the patient sleeps on his side with a high 
pillow. Lahey believes that this is of great value in 
the diagnosis of substernal goiter, particularly when 
such a goiter exists entirely within the chest. 

The technical features of the removal of substernal 
goiters are the prevention of hemorrhage and pro- 
tection of the pleura, thoracic duct, and recurrent 
laryngeal nerve, three structures which form the 
walls from which the intrathoracic mass must be 
separated, and the prevention of tracheal collapse 
during the removal of the mass. 

Jacos S. Grove, M.D. 


Guthrie, D.: A Patient Who Underwent Total 
Laryngectomy Two Years Ago and Has Since 
Acquired a Useful Voice. Proc. Roy. Soc. Med., 
Lond., 1926, xix, Sect. Laryngol., 65. 

The author reports an unusual case of total 
laryngectomy in a previously healthy man aged 35 
years who was gassed during the war. For two 
years the patient had had an increasing hoarseness 
and for seven months an increasing dyspnoea which 
became worse when he lay down. Laryngoscopic 
examination showed a swelling of the left ventricular 
band and in the left arytenoid region. Two weeks 
before the laryngectomy an emergency tracheotomy 
became necessary. A diagnosis of epithelioma having 
been made on the basis of a piece of tissue removed, 
a total laryngectomy was done July 21, 1924. The 
patient made a prompt recovery and when seen 
again four months later was working daily and had 
a good pharyngeal voice. 

In the discussion following this report it was 
brought out that the patient’s voice is best during 
attacks of indigestion and depends upon contraction 
of the abdominal muscles. In the cases of patients 
who cannot swallow air, it is sometimes necessary, 
for the production of a voice, to give an alkali fol- 
lowed by citric acid. 

Two other cases were reported. In one, in which 
the laryngectomy was performed eight years ago, 
the voice which developed subsequently could be 
heard throughout a large hall. 

The author believes that his patient does not 
swallow air consciously, but that the voice is pro- 
duced by dilatation of the esophagus. The voice 
was recovered one month after the operation and 
since then has been gradually improving. 

Haroip M. Camp, M.D. 
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BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Stopford, J. S. B.: Increased Intracranial Pressure 
Associated with Tumors within the Cranium. 
Brit. M. J., 1926, ii, 1207. 


Increased intracranial pressure occurs at some 
time in the evolution of a brain tumor in at least 80 
per cent of cases. In its causation the anatomical site 
of the tumor is of first importance. The rate of growth 
and the size of the neoplasm have some influence, 
but its histological character apparently has none. 

The importance of the site of the tumor and its 
size and rate of growth indicate that the increase in 
pressure is of mechanical origin. A slowly growing 
tumor would perhaps permit some degree of com- 
pensation. Subtentorial and midbrain growths 
practically always cause pressure, whereas tumors 
restricted to the pons usually do not, and pressure is 
frequently absent in cases of tumor of the frontal 
region and those of tumor of the parietal and 
occipital regions. 

As these facts suggest that compression of the 
great vein of Galen may be the cause of the increased 
pressure, the author reinvestigated the course and 
relations of this vein. He found them strikingly 
' different from those shown in most anatomical text- 
books. By the usual anatomical approach, the falx 
and tentorium are disturbed before the vein is 
examined and the relations and direction of the 
latter are thereby grossly modified. Stopford care- 
fully removed one-half of the calvarium and dissected 
away the cerebral hemisphere. This procedure re- 
vealed the origin, course, and termination of the vein 
and its exact relations to contiguous parts. 

The vein passes at first backward and upward and 
then forward and upward to reach the posterior end 
of the inferior longitudinal sinus curving around and 
in contact with the splenium of the corpus callosum. 
It opens into the sinus against the flow of the 
current. As its course is more vertical than hori- 
zontal, any force that tends to elevate the tentorium 
will cause tension on the vein and compress it against 
the splenium. Lateral deflection of the falx will have 
the same effect because it exerts a tug on the ten- 
torium. Tumors of the parietal and occipital parts 


are more likely to produce such tension than those’ 


of the frontal region. Midbrain tumors are so near 
the origin of the vein that they produce direct 
pressure upon it, whereas those confined to the pons 
are not likely to interfere with it. 

Venous compression produces obstruction to the 
venous drainage of the choroid plexuses in the lateral 
and third ventricles, causing an increased capillary 
pressure in these plexuses which may lead to the 
increased production of cerebrospinal fluid. Con- 
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vincing proof of this is given by Dandy’s expeti- 
mental work and by reported cases of hydrocephalus 
caused by thrombosis of the vein of Galen or pressure 
upon the straight sinus. 

GILBERT C. ANDERSON, M.D. 


Purves-Stewart, Sir J.: A Clinical Study of Intra- 
cranial Tumors and Especially of Some Errors 
in Their Diagnosis. Proc. Roy. Soc. Med., Lond., 
1926, xx, Sect. Neurol., 1. 


This article deals chiefly with errors in the diag- 
nosis in 119 verified cases of brain tumor. The fol- 
lowing conclusions are drawn: 

1. The size of a brain tumor is usually greater 
than the focal signs suggest. 

2. In cases of tumor in which the focal diagnosi 
is dependent mainly upon the recognition of sensory 
abnormalities (whether of the somatic sensations 
or of special senses), a reasonable degree of intelli- 
gent cooperation on the part of the patient is neces- 
sary for an accurate diagnosis. If the patient is 
mentally dull (a condition which may sometimes be 
due to the tumor itself), the extent and even the 
presence of sensory abnormalities may be over- 
looked and the focal diagnosis thereby rendered 
difficult or impossible. Difficulties of this sort are 
especially liable to occur in cases of tumor of the 
parietal, occipital, or temporal lobes. 

3. Pre-frontal tumors occasionally cause pseudo- 
cerebellar symptoms. 

4. Temporal lobe tumors may produce ‘pituitary 
symptoms as the result of their direct extension to 
the pituitary gland. 

5. Tumors of the pontocerebellar angle are 
among the easiest to recognize, whereas those in the 
substance of the cerebellum, especially ii they grow 
slowly, are sometimes less easy to locate. 

6. In cases of tumor of the centrum ovale, para- 
lytic signs are sometimes preceded by convulsive 
phenomena. 

7. Incases of tumor of the pineal body or corpora 
quadrigemina, the focal signs of quadrigeminal dis- 
ease may be absent, despite severe compression of 
these structures by the tumor. 

8. A tumor of the lateral ventricles in one in- 
stance produced, when the patient was supine, a 
postural headache and vomiting, together with 
transient weakness of the lower limbs. It is sug- 
gested that this syndrome is associated with tem- 
porary blocking of the foramina of Munro by the 
prolapse of a soft movable tumor. Most ventricular 
tumors produce symptoms only of intraventricular 
distention unless they extend into adjacent parts, 
when other symptoms may be added. 

9g. Tumors of the anterior lobe of the pituitary 
body may attain a very large size while causing only 
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slight clinical signs. In cases of suprasellar tumor, 
drowsiness is an outstanding symptom. Its occa- 
sional sudden temporary cessation is suggestive of 
relief or alteration of pressure by a cystic growth. 

1o. A tumor may completely fill the cisterna 
magna without causing focal symptoms in the ad- 
jacent cerebellum or fourth ventricle. 

11. In cases of tumor of the basal meninges, the 
focal symptoms, although easy to recognize, are 
often much less extensive than might be expected 
from the size of the tumor. 

12. In cases of multiple tumors the main symp- 
toms are sometimes produced by one tumor alone. 
The tumor responsible is not necessarily the largest, 
but is the one which impinges on recognizable focal 
areas. Multiple tumors have been mistaken for 
encephalitis lethargica. 

Gross errors in diagnosis in the series of cases 
reviewed included a diagnosis of intracranial tumor 
when the patient was suffering from disseminated 
sclerosis; a diagnosis of cerebellar tumor in a case 
of internal hydrocephalus; and failure to recognize 
pachymeningitis hamorrhagica because of insuf- 
ficient observation. Tracy J. Putnam, M.D. 


Frazier, C. H.: Division of the Sensory Root on 
Both Sides. J. Am. M. Ass., 1926, lxxxvii, 1730. 


To show the advantage of being able at will to 
preserve the motor root in the course of the radical 
operation for major trigeminal neuralgia, Frazier 
reports a case in which he performed the operation 
on both sides. 

The patient was a woman who was 51 years old 
at the time of the second operation. The first oper- 
ation, which was performed in 1917, consisted in 
complete avulsion of the sensory and motor roots 
on the left side. On the patient’s return to the clinic, 
she had a major neuralgia confined to the maxillary 
division on the right side. She refused alcohol in- 
jection, which was offered her as a palliative, and 
demanded permanent operative relief. The danger 
of a bilateral masticatory paralysis were explained 
to her, but she persisted. 

At operation June 9, 1926, the ganglion was very 
satisfactorily exposed. The outer two-thirds was 
sectioned and the motor root left undisturbed. 

Immediately after the operation, the patient was 
unable to approximate her jaws, but on the seventh 
day she began to recover the function of the para- 
lyzed muscles, and before her discharge from the 
hospital, the ability to masticate food had been 
regained. Tracy J. Putnam, M.D. 


MISCELLANEOUS 


Sicard, J. A., and Forestier, J. E.: Roentgenological 
Exploration of Spinal and Cerebral Spaces, 
Genito-Urinary Organs, and Other Organic 
Cavities with Iodized Oil. Radiology, 1926, vii, 
385. 

Lipiodol (40 per cent iodine in poppy oil) has been 
found a safe contrast medium for roentgen diagnosis 
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not only in the bronchial tree but in many other cav- 
ities. When from 4 to 6 c.cm. of lipiodol is injected 
into the epidural space between the spinal theca and 
the spine, valuable information can be obtained in tu- 
berculosis, fractures, and secondary carcinoma of the 
spine and congenital defects due to blocking of these 
spaces. The injection can be made in the sacrococ- 
cygeal region with the patient in the Trendelenburg 
position, or in the lumbar or cervical regions. Care 
must be taken not to enter the subarachnoid space. 

When 1 c.cm. of lipiodol is injected into the sub- 
arachnoid space, it will obey the law of gravity and 
make its way to the most dependent portion unless 
the space is blocked by an intradural or extradural 
obstruction. A differential diagnosis of the type of 
obstruction is impossible, but in thirty-seven cases 
operated upon there was not a single inaccurate 
localization. The authors warn against making an 
injection into the cisterna magna within ten days 
after a lumbar puncture, and against making roent- 
genograms in the horizontal position. 

Sicard and Binet have developed a preparation of 
iodine with qlive oil that is less dense than the spinal 
fluid. When this is injected in the lumbar region, 
it rises and reaches the cerebral ventricles when there 
is no obstruction. Usually there is some reaction, 
headache, nausea, and fever. 

Lipiodol has been introduced into abscesses in 
many different parts of the body, and by this means 
information has been obtained as to the location of 
the bony lesion from which the abscess originated. 
The procedure has proved also of therapeutic value. 
In small fistula and in cases in which a fistula is be- 
lieved to lead to an organ of great sensitivity such as 
the lung, liver, or dura, lipiodol is preferable to 
Beck’s paste. 

Intra-uterine injections are especially valuable if 
they are made under the fluoroscopic screen. The 
patient is placed in the usual gynecological position. 
When the lipiodol is seen to drop into the peritoneal 
cavity from the fimbriated end of the tube it is con- 
clusive proof of the patency of the tube. In cases of 
uterine hemorrhage or infection, the injection is 
safer than a curettage and will show retained 
placenta, fibroids, or cancers, indicating both their 
extent and location. Heuser has used this method 
to diagnose pregnancy during the first month. 

Other organs, cavities, and ducts that have been 
injected and roentgenographed are the male urethra, 
the vas deferens, the seminal vesicles, the accessory 
nasal sinuses, the salivary glands, and the lachrymal 
ducts. Valuable information has been obtained. For 
fluoroscopic examination of the stomach gelatine 
capsules containing 0.2 gm. of lipiodol have been 
given. By this method, it is possible to obtain a 
measure of the activity of the gastric secretion in 
vivo. Normally, the gelatine is digested in from 
fifteen to seventeen minutes. 

Lipiodol has proved useful experimentally for the 
visualization of the blood stream and the exploration 
of the permeability of the capillary network in ani- 
mals. Cuartes H. Heacock, M.D. 
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CHEST WALL AND BREAST 


Cheatle, G. L.: The Formation and Treatment of 
Fibro-Adenomata of the Breast. Arch. Surg., 
1926, xiii, 617. 

Cheatle describes the changes that occur in the 
terminal parts of the ducts and acini and the tissues 
of the breast that have been normal. 

Diffuse hyperplasia and the formation of intra- 
canalicular fibro-adenomata occur in the “intra- 
elastica tissue,”’ the tissue situated just internal to 
the elastic tissue of the duct. 

Diffuse adenomatosis and fibro-adenomata arise 
from the pericanalicular and periacinous connective 
tissue, the ‘‘extra-elastica tissue.” Fibro-adenomata 
of this type may contain intracanalicular growth 
which may show diffuse hyperplasia of the intra- 
elastica connective tissue. 

The formation of intra-elastica and extra-elastica 
fibro-adenomata is a progressive process that afiects 
consecutively fresh parts of a segment of breast 
that has been normal and accounts for the lobulation 
of the tumor. 

The correct treatment for fibro-adenoma is ex- 
cision of the segment of the breast that contains the 
tumor or tumors. 

The author emphasizes the fact that nodularity 
or lumpiness of a breast can be detected only in thin 
persons. Nodularity of the breast in fat persons 
has been described, but is due only to lobules of 
fat. Rapu B. Berrman, M.D. 


Greenough, R. B.: Carcinoma of the Breast. Am. 
J. Roentgenol., 1926, xvi, 439. 

This article is based upon the study of 175 cases 
of breast carcinoma collected and analyzed with a 
view toward helping to standardize the reporting 
of the end-results of operations and other treatment 
and to obtain a uniform method for the recording 
and classification of cases. Consideration is given 
mainly to the results of surgical treatment with and 
without prophylactic roentgen-ray treatment. 

In about one-half of the cases of radical operation 
in this series roentgen treatment was given either 
before or after or both before and after operation. 
Brief mention is made of the technique used. 

To facilitate statistical deductions, the cases are 
tabulated according to the treatment given and the 
results obtained. 

As regards the duration of the disease, it was 
found that the percentage of cures in the cases of a 
duration greater than the average of the whole 
number (seven and a half months) was greater than 
that of those of shorter duration. This would indi- 
cate that a slowly growing tumor of long duration 
may have a better prognosis than a more rapidly 


growing tumor which has been promptly recognized 
and treated. 

The degree of malignancy of the growth was found 
to have a marked influence on the course of the 
disease. In cases of low malignancy the prospect 
of cure was better, even in the presence of axillary 
involvement, than in the less extensive cases in the 
group of medium malignancy. No case of high 
malignancy, even those without involvement of the 
axillary nodes, resulted in a cure. 

Making due allowance for the fact that this is a 
small series of cases, the author believes that the 
following conclusions are justified: 

1. Radical operation performed before the dis- 
ease has extended widely offers the best expectation 
of cure in cancer of the breast. 

2. Pre-operative and postoperative irradiation 
with roentgen rays, as given at the Massachusetts 
General Hospital in the period from 1918 to 1920 
does not appear to have been of value as an adjunct 
to surgical operation. 

3. Nearly 30 per cent of cancers of the breast are 
so malignant that, with our present resources, we 
are unable to cure them. 

4. In the remaining 70 per cent of the cases there 
is a reasonable hope of effecting a cure by operation 
if the disease is not too far advanced. 

5. Education of the public and the medical pro- 
fession to a better appreciation of the possible sig- 
nificance of breast tumors and to more prompt ap- 
plication of treatment may yet notably decrease the 
mortality of this disease. 

6. In the treatment of breast cancer which is 
beyond hope of cure by operation, roentgen irradia- 
tion offers a better prospect of relief than any other 
procedure. Avotp# Hartunc, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Patterson, E. J.: Beads as Foreign Bodies in the 
Bronchi; Mechanical Problems Presented and 
Their Solution. Ann. Olol., Rhinol. & Laryngol., 
1926, xxxv, 989. 

The author calls attention to the danger incurred 
in allowing children to play with beads which are not 
strung securely on wire. She cites the mechanical 
difficulties presented by beads of different shapes and 
textures in the bronchi and states that in removal 
with forceps the bead must be grasped beyond its 
greatest diameter. F»1 this the ordinary alligator 
forceps are poorly adapted. The forceps correctly 
constructed to grasp a bead must have the planes 
of the grasping forceps parallel instead of divergent 
and it is better if the distal ends bend slightly toward 
each other. The Tucker bead forceps meets these 
requirements. Removal by running a hook or wire 
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through the hole in the bead is possible only occa- 
sionally. Jerome R. Heap, M.D. 


Vinson, P. P., and Lemon, W. S.: Limitations in 
the Use of Lipiodol in the Diagnosis of Diseases 
of the Lungs. Med. Clin. N. Am., 1926, x, 553. 


In discussing the limitations of lipiodol in the 
diagnosis of pulmonary disease, the authors call 
attention to the necessity for preliminary broncho- 
scopic examination. Four cases are cited to illus- 
trate the hazards of drawing conclusions from 
pneumonography alone. In the authors’ opinion 
the type of method for the introduction of the 
lipiodol is immaterial if a direct inspection of the 
trachea and bronchi is made previously. 


Ochsner, A.: Bronchography Following the ‘‘Pas- 
sive’’ Introduction of Contrast Media into the 
Tracheobronchial Tree. Wisconsin M. J., 1926, 
XXV, 544. 

Ochsner describes the technique of the “passive”’ 
introduction of iodized oil into the tracheobronchial 
tree which was first described by Nather in 1925. 
The palatine arch of the pharynx and the posterior 
pharyngeal wall are anesthetized with 10 per cent 
cocaine. This produces a sensory anesthesia so that 
the reflex act of swallowing is interrupted. The degree 
of anwsthesia is determined by the mobility of the 
larynx. As soon as the patient is unable to move the 
larynx upward on attempts at deglutition, the 
anesthesia is complete. 

The patient then stands behind the fluoroscopic 
screen and is given warmed iodized oil. The oil is 
allowed to roll back into the pharynx and the pa- 
tient instructed to aspirate it by taking short, deep 
breaths. His body is tipped slightly to the right 
or the left, depending upon the side to be filled. 

The “passive” introduction of the iodized oil into 
the tracheobronchial tree is superior to the other 
methods so far advocated because it is simple and 
sasily applicable for fluoroscopic observation. Be- 
cause of its simplicity, it may be used in a larger 
percentage of cases than more complicated proce- 
dures. 


Riviere, C.: Bronchiectasis: The Medical Aspect. 
Lancet, 1926, ccxi, 1102. 

Roberts, J. E. H.: Bronchiectasis: The Surgical 
Aspect. Lanc t, 1926, ccxi, 1102. 


RIVIERE points out that bronchiectasis, the essen- 
tial characteristic of which is a bronchial dilatation, 
may arise from a multitude of disease processes. 
The slighter cases, seen especially in children, are 
not to be overlooked. The severe cases of the sup- 
purative type originate in bronchial inflammation or 
obstruction or the aspiratioa of septic material. The 
symptoms vary with the amount and nature of 

sbronchial dilatation, the adequacy of drainage, and 


*“the severity of the infection. The diagnosis of bron- 


chiectasis has been facilitated by two recent ad- 
vances: (1) bronchoscopy, and (2) the injection into 
the bronchi of substances opaque to the roentgen 


ray. The latter can be done directly through the 
bronchoscope, or by needle through the cricothyroid 
membrane into the trachea. 

In the treatment it is best to be satisfied with a 
moderate result; that is, the relief of dangerous 
symptoms such as can be accomplished by postural 
drainage and the use of the creosote chamber supple- 
mented by drugs and, if necessary, by bronchoscopic 
treatment. This applies especially to bilateral cases. 

If such measures fail, more radical methods may 
be tried. These have for their aim the three cardinal 
principles in the treatment of chronic pulmonary 
suppuration: drainage, compression, and extirpation. 
The result will depend upon the suitability of the 
method for the type of case. Pneumotomy is suita- 
ble for single large suppurating cavities. Phrenic 
exeresis may eliminate and favor drainage in a 
strictly basal lesion. Pneumothorax and _ thoraco- 
plasty should be reserved for unilateral cases in 
which the lung and cavities appear to be collapsible. 
Lobectomy and cautery lobectomy can be considered 
only for well-localized areas of disease. The latter 
operation seems materially to enlarge the scope of 
the older prieumotomy and to establish external 
drainage in a larger number of cases. However the 
dangers of air embolism and hamorrhage are great. 
Under some conditions a combination of two or more 
methods may best meet the requirements. 

In discussing anticipatory treatment, Riviere 
points out the dangers of bronchial aspiration of 
septic material. To overcome this danger the head 
should be kept low after all operations until the 
cough reflex is fully established. 

Roserts deplores the fact that the surgeon sees 
cases of bronchiectas‘s in the advanced stages, when 
the patient is enfeebled by long-continued toxemia, 
loss of sleep from constant cough, recurrent hamor- 
rhage, and possibly amyloid disease. He urges early 
diagnosis with the aid of the newer methods. Medi- 
cal treatment, in his opinion, is palliative in most 
cases except those of children. A quick relapse usual- 
ly follows its termination. Surgical procedures of 
some severity are justifiable because without them 
the expectation of life is not great and in cases with 
much infection life is not enjoyable. Before surgical 
measures are undertaken, a proper course of medical 
treatment should be instituted to get the patient in 
the best possible condition. 

With regard to the different procedures, their 
indications, dangers, and results, surgeons are nearly 
in accord. However, Roberts prefers thoracoplasty 
for permanent collapse of the lung when preliminary 
artificial pneumothorax has diminished the sputum 
considerably and when there has been marked chest 
contraction and mobilization of the chest wall will 
permit the lung to contract further. Prophylactic 
treatment by artificial pneumothorax may reduce 
the number of cases suitable for surgery, but when 
the condition is already established a collapsing 
operation should be done in the early stages when a 
limited rib resection is more likely to produce a cure 
Roberts reports four illustrative cases. 
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Even when the operation is only palliative, it will, 
in the earlier cases, enable the patient to earn his 
living without constant resort to a course of medical 
treatment which is apt to be followed by relapse. 
Surgery can do little in bilateral cases, but as uni- 
lateral cases constitute over 50 per cent of the total 
number, the close cooperation of the physician and 
surgeon is of great importance. 

Maurice Meyers, M.D 


Schlaepfer, K.: The Effect of the Ligation of the 
Pulmonary Artery of One Lung without and 
with Resection of the Phrenic Nerve. Arch 
Surg., 1926, xiii, 623. 

The author reviews the late results following liga- 
tion of the left pulmonary artery in dogs, without 
and with simultaneous section of the phrenic nerve. 
The main points made in the article may be sum- 
marized as follows: 

1. Ligation of the pulmonary artery is associated 
with the fairly rapid development of a collateral 
circulation through the bronchial vessels, but even 
after two years the extent of fibrosis in the lung with 
the ligated pulmonary artery is slight. 

2. When ligation of the pulmonary artery is asso- 
ciated with simultaneous resection of the phrenic 
nerve, fibrosis of the lung is much more extensive, 
but there is a distinct retardation in the formation 
of a collateral circulation through the bronchial 
artery. 

3. These two facts seem to be linked together, as 
the most extensive fibrous reaction occurs about the 
radicals of the bronchial artery. 

4. It is obvious that simple ligation of the pul- 
monary artery is not an efficacious therapeutic 
procedure to stimulate fibrosis of the lung in 
tuberculosis, and that more beneficial results might 
be expected if ligation of the pulmonary artery is 
associated with simultaneous resection of the 
phrenic nerve. 

5. Also worthy of mention is the evidence of 
increased intrapulmonary pressure after ligation of 
the pulmonary artery as expressed by the findings, 
both gross and microscopic, of right sided cardiac 
hypertrophy. Raps B. Betrman, M.D. 


Bettman, R. B.: The Production of Artificial 
Pleural Adhesions: An Experimental Study. 
Surg., Gynec. & Obst., 1926, xliii, 599. 

The formation of pleural adhesions is of great 
importance in cases of lung abscesses which require 
drainage and those in which it is advisable to perform 
lobectomy by the Graham cautery method. No 
known method is entirely satisfactory in the produc- 
tion of adhesions. In experiments on dogs the 
author tried out every method he had heard of in 
order to ascertain which gave the best results. He 
found that tincture of iodine, formalin, alcohol, and 
other chemicals could be injected into the pleural 


space in quantities as large as 5 c.cm. without 
producing adhesions. 

The method which gave the most satisfactory 
results consisted in burying a piece of ordinary 
braid in the pleural space in such a manner as to wall 
off the desired area. The braid was allowed to remain 
in situ for a week. When it was removed, firm 
adhesions were invariably found. 

The tape was buried by making an intercostal 
stab wound, threading the tape through the wound 
into the pleural space, and then allowing it to emerge 
through a second stab wound. The tape was 
anchored to the intercostal muscles and cut off 
short, and the skin closed above it. At the end of a 
week it was removed by re-opening one of the stab 
wounds. 


Davis. H. H.: Chronic Empyema. Nebraska State 
M.J., 1926, xi, 456. 


The author emphasizes that chronic empyema can 
be prevented by the proper treatment of empyema 
in its acute stage. Factors that favor chronicity are 
incorrect timing of the operation, inadequate drain- 
age, the retention of foreign bodies used in establish- 
ing drainage, osteomyelitis of the ends of the resected 
ribs, bronchopleural fistula and side pockets, and 
lateral branch sinuses. Side pockets and lateral 
branch sinuses are to be suspected if, after ten days 
of Carrel-Dakin treatment, the cavity is not free 
from pus. 

Davis is greatly in favor of the Carrel-Dakin 
treatment of acute empyema. He states that if it is 
begun before too much fibrous tissue is formed on 
the pleura, the cavity will be sterilized and entirely 
obliterated by this treatment alone in most cases. 
When it is not entirely obliterated, the solution 
cleans it and greatly reduces its size. Further opera- 
tion should not be considered before the cavity 
remains stationary in size and its capacity is not 
decreased by forced expiration with the mouth and 
nose held closed. AnTuHony F. Sava, M.D. 


(ESOPHAGUS AND MEDIASTINUM 


Lundgren, A.: Dilatation of the Hsophagus Due 
to Tuberculous Retraction of the Cardia 
(Dilatation cesophagienne provenant d’un rétrécisse- 
ment tuberculeux du cardia). Acta chirurg. Scand., 
1926, Ixi, 172. 

The author reports a case of exceedingly marked 
dilatation of the cesophagus caused by a tuberculous 
process in the cardia. 

Autopsy revealed, in the very tough and thickened 
connective tissue surrounding the cardia, two lumps 
larger than Spanish nuts, which had a typically 
tuberculous appearance both microscopically and 
macroscopically. During the early days of the 
patient’s stay in the hospital the cesophageal 
dilatation was attributed to cardiospasm. 
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ABDOMINAL WALL AND PERITONEUM 


McEachern, J. S.: The Prevention, Diagnosis, and 
Treatment of Postoperative Peritonitis. Cana- 
dian M. Ass., J., 1926, xvi, 1421. 


McEachern deals chiefly with the spreading type 
of acute peritonitis. In this condition pathogenic 
bacteria are always present. The bacteria are intro- 
duced into the peritoneal cavity by the hands of the 
operator, the instruments, gauze, ligatures, etc. or 
from the skin of the patient’s abdomen, an infective 
focus in the abdominal wall, or an opening in the 
intestinal canal. They may enter it also by the 
hematogenous route, but this is rare. Rough 
handling of the intestine, forcible packing with 
gauze, and the tearing apart of adhesions leave a 
devitalized field favoring infection and the growth 
of bacteria. ‘These procedures must therefore be 
avoided. Preliminary cleansing of the intestinal 
tract is essential. 

The diagnosis of postoperative peritonitis is based 
upon vomiting and pain persisting beyond the usual 
postoperative period, increasing rapidity of the 
pulse, and abdominal distention. 

As treatment, some surgeons advocate early 
purgation to drive out intestinal toxemia, while 
others prescribe absolute rest with morphine, 
Fowler’s position, nothing by mouth, gastric lavage, 
continued proctoclysis, and intravenous injections. 

Occasionally drainage of the thoracic duct and 
intravenous injections of antiseptics are used. 

CuesterR L. Crean, M.D. 


Adams, J. E.: Peritoneal Adhesions and Their 
Treatment. Practitioner, 1926, cxvii, 273. 

The pathology of adhesions in the peritoneal 
cavity is that of inflammation. Two types of ad- 
hesions are recognized, viz., fibrinous and fibrous. 
These are called also “temporary ” and “‘ permanent” 
adhesions and may be aseptic, as in response to 
injury, or infective. Temporary adhesions may be- 
come permanent if fibrous tissue is laid down on the 
fibrin already deposited on the irritated serous sur- 
face. For the formation of permanent fibrous adhe- 
sions, two opposing serous surfaces must be damaged. 

The fate of extravasated blood in the peritoneal 
cavity and its relationship to adhesive peritonitis is 
important, as such blood is thought by some to pro- 
duce adhesions. Although blood in the peritoneal 
cavity is a foreign body, the peritoneum has powers 
of absorption and therefore blood is no more an 
irritant to it than is catgut. Of course, if the blood 
harbors organisms, any type of adhesions may re- 
sult, and since blood is an excellent culture medium 
it is important that no great quantity of it be left in 
the peritoneal cavity at the close of an operation. 


The prevention of peritoneal adhesions is much 
easier than their destruction. 

Irritation of the peritoneum by antiseptics is to be 
avoided. The danger from the use of iodine, picric 
acid, and similar substances on the abdominal wall 
is negligible if the skin so treated is dry before the 
abdomen is incised, but the intestine must not be 
allowed to come in contact with the iodized skin. 

Drying is detrimental to endothelial surfaces; 
therefore any intestine withdrawn from the abdomen 
must be kept moist and warm. 

It has been found difficult to produce adhesions be- 
tween foreign bodies and the small intestine. As the 
latter is always moving, it is thought that peristalsis 
is a factor preventing adhesive peritonitis. Accord- 
ingly, the author gives 1 c.cm. of pituitary extract 
for three or four days after the operation of enteroly- 
sis and then every other day for a week. Eserine 
salicylate gr. 1/40 may be used similarly. 

Fibrolysin, which favors the vascularization of 
scar tissue, may be administered intramuscularly, or 
iodolysin or iodine by mouth to promote the ab- 
sorption of inflammatory tissue. 

RAYMOND GREEN, M.D. 


GASTRO-INTESTINAL TRACT 


Mayo, C. H.: A General Résumé of Peptic Ulcer. 
Boston M. & S.J., 1926, cxcv, 988. 


The experimental production of peptic ulcer in 
animals has not revealed the entire cause of the 
lesion in man. Mayo believes that the gastric tissues 
are vulnerable to attacks by bacteria under certain 
conditions which impede or interrupt the capillary 
circulation in the mucosa. He suggests that spasm 
of the muscles and vessels in response to disturbance 
of the sympathetic nervous system is the ultimate 
cause. 

Hemorrhage occurs in about 25 per cent of the 
cases, but in only one-third of these is it serious. 
Severe haemorrhage is usually followed by long re- 
missions of all of the symptoms. ‘The absence of 
symptoms in cases in which healed ulcer is unex- 
pectedly found at autopsy is attributed by the 
author to variation in sensitiveness of different areas 
of the mucosa. 

It is to the best interests of the patient for the 
internist to re-assume control of his diet and general 
care after operation. On the other hand, there are 
occasions when the surgeon is justified in interfering, 
such as when prolonged medical treatment is in- 
effective and when stomatal ulceration follows a 
short-circuiting operation. 

A review of the progressive steps in surgery of 
the stomach from Billroth’s operation to the opera- 
tion of Pélya leads up to a discussion of the merits 
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of gastric resection in the treatment of duodenal 
ulcer. Mayo believes that this type of operation is 
too extensive for the purpose and that it should not 
be used generally until time has disclosed its true 
merits. It was proposed in the hope that it might 
materially lower the incidence of gastrojejunal ulcer. 
Since in most cases this lesion does not appear for 
two or three years, the Pélya operation can be com- 
pared with it only after that lapse of time. Gastro- 
jejunal ulcer has already followed resection of the 
stomach; the author has seen two cases. 


Connor, C. L.: The Etiology and Pathology of 
Peptic Ulcer. Boston M. & S. J., 1926, cxcv, 971. 

Davis, E. L.: The Diagnosis of Peptic Ulcer by 
X-Ray. Boston M. & S. J., 1926, cxcv, 977. 

Lahey, F. H.: The General Management of Peptic 
Ulcer. Boston M. & S. J., 1926, cxcv, 980. 

White, F. W.: ‘The Medical Aspects of Peptic 
Ulcer. Boston M. & S.J., 1926, cxcv, 983. 


CONNOR considers the relation of the development 
of peptic ulcer to the anatomy and physiology of the 
stomach and duodenum. ‘The pylorus, the pyloric 
antrum, and the part of the lesser curvature near the 
cardia are subject to great mechanical disturbances. 
This region possesses its own muscular system. The 
duodenal bulb forms a pouch where stasis may occur 
and result in the chronicity of an ulcer. 

The peculiarities in the blood vessel distribution 
about the pylorus and duodenum may have a great 
deal to do with the occurrence of acute ulcers. The 
blood supply of the fundus and greater curvature 
varies greatly from that of the lesser curvature and 
pylorus. The right and left gastro-epiploic arteries 
anastomose with each other and with branches from 
the gastric artery. ‘The gastric pathway is supplied 
only through recurrent branches of the gastric and 
pyloric arteries. Blocking of these arteries may play 
an important role in the development of pyloric 
ulcer. 

The pylorus is the acid-retaining part of the 
stomach. Here, in addition to mechanical disturb- 
ances, there is a greater acid concentration. From 
these facts Aschoff developed his mechanical- 
functional theory of ulcer and Sippy his medical 
treatment of peptic ulcer 

Moynihan attributes peptic ulcer’ to exces- 
sive smoking and hypersecretion. Montgomery 
produced four ulcers in a series of sixty gastro- 
enterostomies in dogs and concluded that the ulcers 
develop from hamatomata in the suture line. 
Moynihan and many others believe that a subtotal 
gastrectomy with removal of the acid-secreting 
mucosa of the stomach will prevent the recurrence 
of ulcer and the development of gastrojejunal 
ulceration. 

Rosenow found streptococci predominating in 
thirty-one of forty chronic ulcers. Intravenous 
injections of the streptococcus into rabbits produced 
ulcers in a large percentage. Under similar experi- 
mental conditions other bacteria also produce 
mucosal haemorrhages and ulceration. ‘There is 
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abundant experimental proof that many ulcers are 
of hamatogenous origin. 

Stewart believes that bacterial infection and 
intoxication are the most important direct causes of 
acute gastric and duodenal ulcers. He found fifty- 
three acute ulcers in 1,500 autopsies. Most of them 
were associated with acute suppurative disease else- 
where in the body. 

Chronic ulcers develop on acute or subacute 
lesions. Most acute ulcers of the peptic type in man 
are due to hematogenous streptococcal infections, 
emboli, or thromboses. The peculiarities of the blood 
supply of the pylorus favor the occurrence of such 
lesions in the pyloric area. The chronicity of ulcer 
may be explained by continuation of the infection, 
great loss of normal tissue, endarteritis with resulting 
poor blood supply, and inaccessibility of the lesion 
to treatment. 

Davis says that the examination of the gastro- 
intestinal tract with the X-ray and opaque meal is 
now generally accepted as the most accurate method 
for ulcer diagnosis. The best results are obtained by 
the combined use of the films and the screen. At 
operation the ulceration is usually found to be a 
small shallow erosion of the mucosa, penetrating an 
ulcer with a deep crater, a perforated ulcer, or a 
carcinomatous ulcer. The perforative type of ulcer 
with the formation of an accessory pocket outside of 
the stomach is usually the most readily demonstra- 
ble. Early carcinomatous ulcers are not, as a rule, to 
be distinguished from benign ulceration. 

The roentgen signs may be conveniently divided 
into two classes: 

1. Primary and practically pathognomonic signs: 
(a) the niche, (b) the accessory pocket, (c) a constant 
deformity of the duodenal bulb. 

2. Secondary and corroborative signs: (a) the 
incisura, (b) the spasmodic hourglass deformity, (c) 
gastrospasm; gastric retention. 

In a fair percentage of cases the positive signs 
cannot be demonstrated when the ulcer is situated 
on the posterior wall of the duodenum or stomach. 
Under such circumstances the diagnosis must be 
based on the indirect phenomena. When the incisura 
or indentation of the gastric wall opposite the 
supposed ulcer site is constant, it is almost positive 
evidence. This incisura must persist after bella- 
donna treatment. 

A residue from the barium meal after six hours is 
very often associated with gastric ulcer. Constant 
deformity of the duodenal bulb is an important sign. 
Nine-tenths of all duodenal ulcers occur in the bulb 
and on the anterior wall. Occasionally, however, 
the bulb may be deformed from pericholecystitis, 
cystic adhesions, or adhesions postoperative. None 
of the secondary signs alone is diagnostic of ulcer. 
Only about one person in ten with gastric symptoms 
has an ulcer. The relative frequency of gastric and 
duodenal ulcer is estimated at 1:3 or 1:4. The 
accuracy of diagnosis varies with the ability and 
experience of the examiner. The average roent- 
genologist should be able to make a correct diagnosis 
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in from 75 to 80 per cent of cases. The site of the 
ulcer is of greater importance than the size of the 
lesion. The clinical findings and history must also 
be considered. 

LAHEY is convinced that gastric and duodenal 
ulcer are in no way primarily surgical diseases. They 
become surgical only when they have been demon- 
strated to be non-medical in the course of medical 
treatment. It is unjust to subject patients with 
ulcer to surgery without a careful trial of medical 
management. Because of the postoperative com- 
plications of gastro-enterostomy, such as jejunal 
ulcer, the higher mortality of partial gastrectomy, 
and the uncertain future for the achylic stomach, 
the surgeon operating for peptic ulcer should be 
certain that a thorough pre-operative medical régime 
has been tried. Lahey uses the Sippy plan of treat- 
ment, and hospitalizes the patient for three weeks if 
necessary. During this time the diagnosis is estab- 
lished, relief of symptoms is obtained, and the 
patient is taught the dietary routine he must follow 
for the coming year. 

Surgery is indicated definitely when pain cannot 
be relieved by frequent feedings and alkalinization, 
when perforation, complete or incomplete, is demon- 
strated by the X-ray, and when there are recurring 
hemorrhages with persistent blood in the stools. The 
occurrence of a single large haemorrhage or of fre- 
quent hemorrhages in the case of a patient who has 
never received medical treatment does not contra- 
indicate a course of medical treatment. 

Pyloric obstruction due to scar tissue is a certain 
indication for operation, as is also carcinoma of 
the stomach. Gastro-enterostomy is indicated for 
duodenal ulcer resisting medical cure. Partial gas- 
trectomy should be reserved for the large bleeding 
or penetrating ulcers of duodenal or gastric origin 
which have resisted medical therapy. Lahey agrees 
with Finsterer that partial gastrectomy removes the 
ulcer and acid-bearing area, gives lasting relief of 
the symptoms, and greatly reduces the danger of 
jejunal ulcer, but he accepts this operation with its 
higher mortality and persistent achylia only for 
cases of malignant gastric lesions and those in which 
a grave suspicion of malignancy is warranted. In 
conclusion he emphasizes that the surgeon treating 
cases of peptic ulcer must accept the responsibility 
for proper pre-operative and postoperative medical 
treatment. 

Wuite states that, in the past, the surgeon has 
had the advantage over the physician in the treat- 
ment of peptic ulcer because he could see and palpate 
the ulcer. The physician has been treating many 
ulcers for “hyperacidity,”’ and it is probable that 
many patients have been treated for ulcer when the 
condition responsible for the symptoms was gall- 
bladder disease or appendicitis. Therefore the older 
medical statistics on ulcer are unreliable. 

Today, peptic ulcer is diagnosed correctly by com- 
bined methods without operation in go per cent of 
the cases. This is due largely to careful X-ray 
examination which not only reveals the deformity 


caused by an ulcer but also rules out pathological 
conditions in the gall bladder and gastro-intestinal 
tract in general. At the present time the diagnosis 
of duodenal ulcer is one of the most definite of 
clinical diagnoses. 

In the selection of cases for medical treatment, 
cases with complications such as haemorrhage, 
obstruction, and perforation must be excluded. 
Medical treatment gives better results in duodenal 
ulcer than in gastric ulcer and in the cases of persons 
under 45 years of age than in those of persons who 
are older. The most favorable cases are those with 
a short ulcer history, short attacks, and long re- 
missions, and those of patients who are intelligent 
and willing to see the physician occasionally during 
an observation period of a year or two. 

The plan of medical treatment must be simple and 
practicable. Most persons cannot afford long periods 
of hospitalization. A bland diet, consisting at first 
of milk and egg or milk and cream or cereal gruels 
is indicated. Frequent feedings are important; they 
should be given six times daily or oftener at the 
beginning. Alkalies are very beneficial. Atropine 
relaxes spasm and checks hypersecretion. Bismuth 
is of some value. The use of tobacco should be re- 
stricted or prohibited. Foci of infection must receive 
proper attention. Medical treatment has no im- 
mediate mortality and results in a lasting cure in 
from 50 to 60 per cent of cases of duodenal ulcer and 
about 30 per cent of cases of gastric ulcer. 

Most important is the proper education of the 
patient, the removal of infection, and the prevention 
of recurrences. A good follow-up system is essential. 
It is unwise for the young surgeon to operate upon 
many uncomplicated duodenal ulcers in young per- 
sons with long remissions. It is generally agreed that 
medical treatment is safest for the first gross hamor- 
rhage in ulcer. Ninety per cent of patients recover 
from acute haemorrhage even if the bleeding is 
severe. Recurrent bleeding under medical care 
indicates preliminary blood transfusion plus surgical 
excision of the ulcer. 

A careful follow-up continued for from three to 
five years showed that of 154 patients treated 
medically for duodenal ulcer, 57 per cent were cured, 
and of fifty-four treated medically for gastric ulcer, 
30 per cent were cured. These percentages appear 
relatively low because of the length of the period of 
observation. In 18 per cent of the cases of duodenal 
ulcer and 42 per cent of those of gastric ulcer surgical 
treatment was given. In the surgically treated cases 
of gastric ulcer there were two deaths. 

The percentage of gastric ulcers that later develop 
carcinoma has been reported as high as 71 per cent 
and as low as 2 per cent. In White’s series only one 
case of gastric ulcer developed carcinoma. 

In conclusion, White says that earlier diagnosis 
will materially improve the results of both the medi- 
cal and the surgical treatment of ulcer. If medical 
treatment fails, surgical treatment is indicated. 
Better medical treatment means frequent feedings, 
better care during the remissions, better education 
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of the patient, and a careful follow-up system. The 
most logical procedure is medical treatment for the 
early, mild, uncomplicated cases and surgery for 
chronic or complicated ulcers. Surgery is of value 
chiefly for the serious and difficult cases 

Joun W. Nuzum, M.D. 


Jordan, S. M.: The Calcium, Chloride, and Carbon 
Dioxide Content of Venous Blood in Cases of 
Gastroduodenal Ulcer Treated with Alkalies. 
J. Am. M. Ass., 1926, \xxxvii, 1906. 


In a series of 100 cases of gastroduodenal ulcer 
treated at the Lahey Clinic, the author studied the 
relationship of alkalamia (or disturbance of the acid- 
base equilibrium toward the alkaline side) to the 
Sippy treatment of ulcers. The clinical symptoms of 
alkalosis were noted in three cases. In the ninety- 
seven others there were no untoward symptoms al- 
though very large amounts of alkalies were admin- 
istered over a period of from six to twelve months. 

Forty-one patients with ulcer and ten normal 
persons were studied over a period of three weeks, the 
former at the beginning of their management accord- 
ing to the Sippy method and the latter at their usual 
activities and ingesting no alkalies not contained in 
their usual diet. All of those with ulcer made a 
satisfactory clinical progress without signs of 
alkalamia. 

A comparison of the results in the two groups of 
cases showed a wide variation with higher maximum 
and lower minimum levels for calcium, chloride, and 
carbon dioxide contents in the cases of ulcer than 
in the normal persons. In the ulcer cases the average 
level of plasma chloride in the venous blood was 
lower by 23 mgm. per 100 c.cm., and the average 
level of carbon dioxide content was higher by 2.7 per 
cent by volume than in the normal cases. ‘The aver- 
age serum calcium content was approximately the 
same in both. 

These estimations suggest that the acid-base 
equilibrium is at first somewhat disturbed by the 
influx of alkalies, but within a few days the levels 
of the chloride and carbon dioxide contents approach 
the normal and in the great majority of cases there 
is no chemical or clinical disturbance due to alkalosis. 
In the small percentage of cases that show clinical 
signs of alkalamia the carbon dioxide content shows 
a marked rise; the calcium content tends to rise and 
the plasma chloride tends to diminish. The level of 
carbon dioxide content at which symptoms appear 
in these cases is 70 per cent by volume. This has 
been taken as an index, and anything over it is 
regarded as beginning alkalamia indicating a re- 
duction in the alkalies. 

ARTHUR L. SHREFFLER, M.D. 


Brunn, H., and Pearl, F.: Diffuse Gastric Polyposis 
—Adenopapillomatosis Gastrica; Report of 
Five Proved and Seven Probable Cases. Surg., 
Gynec. & Obsl., 1926, \xiii, 559. 


Gastric polyposis may be congenital or arise from 
an inflammatory condition. It may appear as dis- 
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tinct polyps of an adenomatous character or as 
slightly elevated hypertrophic plaques en nappe. 
The latter may have a telangiectatic origin. 

The disease frequently runs a course without 
symptoms and may be discovered only at autopsy. 
When symptoms are present, they are of the same 
type as those associated with other gastric disorders, 
viz., epigastric discomfort, distention, vomiting, etc. 
Abdominal pain or distress occurred in 28 per cent of 
the cases reviewed by the authors. The nearly con- 
stantly present anacidity is often manifested by 
diarrhoea. Vomiting, anorexia, constipation, and 
weakness were each present in about 17 per cent of 
the cases reviewed, and hamatemesis occurred in 8 
per cent. 

The most valuable diagnostic aid is the roentgeno- 
gram. The diagnosis is facilitated also by gastros- 
copy and examination of shreds from the gastric 
washings. The characteristic X-ray finding consists 
in irregular defects in the margin of the gastric 
shadow at the site of the tumors. The masses pro- 
jecting into the gastric lumen produce in the barium 
shadow an indentation with ragged edges, and as a 
rule a streak of barium continues along the curva- 
ture of the stomach, extending through the lesions 
for a variable distance. 

The differentiation of gastric polyposis from 
carcinoma is based upon the fact that in malignancy 
the defect is usually annular, involving both curva- 
tures, the gastric wall at the side is obliterated, and 
the defect increases in size fairly rapidly. 

The treatment of gastric polyposis is surgical. As 
much of the tumor-bearing area as possible should 
be excised. The remaining tumors should then be 
individually excised, their bases cauterized thorough- 
ly, and the defect in the mucosa closed by suture. 

Howarp A. McKnicut, M.D. 


Parham, F. W.: Some Practical Problems in 
Intestinal Obstruction. New Orleans M.& S.J., 
1926, Ixxix, 304. 

Intestinal obstruction is characterized by ab- 
dominal pain coming on suddenly as colic with 
tenderness, vomiting which is more or less persist- 
ent according to the location of the obstruction, 
and p-ogressive distention without marked muscu- 
lar rigidity. If these symptoms are present and 
there is a history of constipation persisting for 
longer than usual and two enemas given an hour or 
two apart fail to produce any results, operation is 
indicated without further delay. 

Pathologists and surgeons agree that there is a 
poison generated in the occluded intestine which 
gives rise to a toxemia, and the toxemia is the 
cause of death. 

Jejunostomy should be done by the Long-Witzel 
valvular method. Every possible inch of the upper 
intestine should be made available for lavage and 
the introduction of nutriment. In any advanced 
case in which a jejunostomy is done it is well to adda 
cecostomy, the lower drainage being of decided ad- 
vantage. 
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In intestinal obstruction there is at first a fall of 
chlorides in the blood and then a rise in the non- 
protein and urea nitrogen and the carbon-dioxide 
combining power. The rise in the carbon-dioxide 
combining power is probably an incident in chloride 
metabolism in which sodium ions are set free, uniting 
with carbon dioxide to form bicarbonates and 
thereby causing an alkalosis. ‘The chlorides seem to 
exercise a protecting influence, holding in check the 
non-protein nitrogen rise and the carbon-dioxide 
combining power. The addition of chlorides to the 
blood will delay the development of the toxic effects 
and their early use in conjunction with drainage of 
the obstructed intestine will often bring about a 
decided amelioration and sometimes prompt recov- 
ery. 
The intravenous injection, twice daily, of from 500 
to 700 c.cm. of a 1 per cent solution of sodium 
chloride will maintain life, whereas without such 
injection death occurs within three or four days. 
The combination of glucose with chlorides and 
sufficient water greatly assists the elimination of the 
urea and non-protein nitrogen and stops the further 
accumulation of these substances. 

When an obstruction is released by operation, 
reverse peristalsis sometimes carries the faecal con- 
tents rapidly up into the stomach, and vomiting 
results in drowning if the glottic reflex has been 
abolished by the anesthetic. At the first sign of this 
complication the patient’s head should be lowered 
and gastric lavage given until the regurgitation is 
stopped. The anesthetic is of importance also on 
account of its damaging effect on the liver in patients 
who are poor risks. In such cases nitrous oxide and 
oxygen and ethylene are the anzsthetics of choice. 

Venoclysis or the Matas intravenous drip may 
render invaluable service. Morris H. Kaun, M.D. 


Williams, B. W.: The Importance of Toxzmia due 
to Anaerobic Organisms in Intestinal Obstruc- 
tion and Peritonitis. Brit. J. Surg., 1926, xiv, 295. 


The resemblance of the clinical manifestations in 
acute peritonitis, acute intestinal obstruction, and 
the toxemia associated with gas gangrene suggested 
to the author the possibility of a common cause 
underlying these conditions and led to a study of 
the abnormal proliferation of anaerobic organisms 
in the obstructed intestine. 

Of the various anaerobic bacteria found in the 
human intestines, the bacillus welchii is by far the 
most abundant and most constant toxin-producing 
organism. Under normal conditions the lower part 
of the small intestine is the only part of the bowel 
suitable for its proliferation, but in obstruction of 
the bowel it is found in increasing numbers higher up 
in the intestine, eventually being present in the 
vomitus. 

Employing accepted bacteriological standards 
with suitable controls, the author found the bacillus 
welchii almost constantly in the vomitus in cases of 
acute obstruction and advanced cases of peritonitis in 
man and experimental animals. 


A toxin elaborated by the Welch bacillus was 
clearly demonstrated. It was extremely labile, 
rapidly destroyed by heat or variations of acidity, 
non-dialyzable, and lethal to mice. It filtered 
through a Berkfeld candle very slowly. A consider- 
able concentration of this toxin was found to be pres- 
ent in the small intestines in cases of peritonitis and 
obstruction. Nosuch toxin was demonstrated in cases 
of obstruction of the large intestine or in the normal 
human ileum. 

Both clinical and histological evidence has con- 
vinced the author that the absorption of bacillus 
welchii toxin in intestinal obstruction and peritonitis 
is the same. 

As anti-gas-gangrene serum had been found of 
value in the treatment of gangrenous appendicitis in 
France, it was decided to administer this serum in a 
series of severe cases of appendicitis with peritonitis. 
In eighteen cases so treated there were only three 
deaths, a mortality of 1.17 per cent. The clinical 
effects were often striking and immediate. Restless- 
ness was greatly diminished or abolished, cyanosis 
disappeared, the pulse rate fell rapidly, distention 
disappeared, and the bowels moved spontaneously 
within a few hours. 

Because of these good results, the anti-gas- 
gangrene serum was administered for the toxemia 
in nineteen cases in which operation was performed 
for intestinal obstruction. The author states that 
he has been unable to find any record of the use of 
this serum in this condition before. The clinical 
improvement following the treatment was similar 
to that occurring in peritonitis and the mortality 
was reduced from 24.8 to 9.3 per cent. 

Williams emphasizes that the use of the antitoxin 
in no way alters the accepted surgical treatment of 
intestinal obstruction or the removal of the causes 
of peritonitis. It is advocated solely to combat the 
toxemia of intestinal origin consequent upon stag- 
nation of the contents of the small intestine, a 
toxemia which otherwise cannot be dealt with 
successfully. It is suggested that the serum should 
be used routinely whenever there is evidence of 
small bowel involvement and continued until the 
small intestine is functioning normally and the 
evidences of the toxemia have entirely disap- 
peared. 

The serum used in the cases reviewed was anti-gas- 
gangrene serum containing bacillus welchii and 
vibrion septique antitoxins. The initial dose recom- 
mended is at least 80 c.cm. given intramuscularly 
and 4o c.cm. given intravenously. Following this, 
from 4o to 80 c.cm. should be given intramuscularly 
every day until the evidences of toxemia and ob- 
struction have subsided. Intravenous and intra- 
muscular administration as a prophylactic measure 
is suggested. 

The author states that the experiments reported 
are the first to indicate the presence of a true toxin 
of intestinal origin, its nature, and the conditions 
necessary for its production. 

Don. K. Hutcuens, M.D. 
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Smith, J. F., and Christensen, H. H.: Intestinal 
Fistula; a Method of Preventing Skin Ex- 
coriation. Surg., Gynec. & Obst., 1926, Ixili, 701. 

High fistula of the intestines are very difficult to 
treat. The intestinal enzymes cause digestion of the 
skin with burning and pain. The patient soon learns 
that his discomfort follows the ingestion of food and 
refuses to eat. 

In the authors’ method of preventing excoriation 
of the skin in such cases the enzymes are inhibited by 
their absorption in inorganic substances. The sub- 
stance preferred is kaolin, which is readily available, 
easily sterilized, inexpensive, and suitable for a 
surgical dressing. A thin paste of kaolin prepared 
with glycerine is applied to the skin surrounding the 
fistula and covered with a generous layer of dry 
kaolin to absorb the escaping fluids. At first this 
dressing is renewed every five or six hours, but after 
contraction of the fistula two such dressings in 
twenty-four hours are suflicient. 

Howarp A. McKnicut, M.D. 


Stallman, J. F. H.: Chronic Intussusception in 
Children. Aun. Surg., 1926, |xxxiv, 735. 


Chronic intussusception is a rare form of chronic 
intestinal obstruction which occurs usually in adults. 
The cause is a tumor. In the infant, primary intus- 
susception is seldom associated with a tumor, ulcera- 
tion, or tuberculosis of the bowel. 

Chronic intussusception may exist without any 
symptoms of intestinal obstruction; the bowel move- 
ments may be normal and blood and mucus may be 
absent. 

As a rule there is excessive mobility of the cecum 
due to an abnormally long mesentery. 

This article is based on nine cases of chronic intus- 
susception occurring among 117 cases of intussus- 
ception of all kinds admitted to the Hospital for 
Sick Children, London, during a period of five years. 
Seven of the patients were males. The youngest 
child was 8 months old and the oldest 11 years. The 
average age was 4 years and to months. , 

It is extremely important that the condition be 
recognized early, before the irreducible or permanent 
stage is reached. Cases of “permanent” intussus- 
ception do not develop intestinal obstruction early. 
Death results from peritonitis caused by bursting of 
the intussusception, and not from the intestinal 
obstruction per se. After the invagination of the 
bowel becomes permanent, it cannot be reduced even 
at autopsy, and resection is usually too severe an 
ordeal for the patient. 

The basic diagnostic signs are intermittent colicky 
pains and tumor formation. Often the initial 
symptoms are vague and misleading. Attacks of 
abdominal colicky pains are a constant feature. 
They vary in frequency from weeks to months. The 
onset is usually sudden and severe. Vomiting usually 
occurs at the onset. Blood may be absent from the 
stools. Blood and mucus were present in five of the 
author’s cases. Absolute constipation strongly sug- 
gests a terminal pathological condition. 
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In four patients, the patient’s mother first noted 
the presence of a lump in the abdomen during the 
attacks of colic. In eight, a tumor was felt upon 
clinical examination. Anorexia and rapid wasting 
were prominent features. 

The mere invagination of one segment of intestine 
into another is not sufficient to produce intestinal 
obstruction. Inflammatory hyperemia and oedema 
are chiefly responsible for obstruction and the inter- 
ference with the blood supply of the intestinal walls. 
Necrosis and ulceration of the bowel walls finally 
occur with the passage of blood and mucus, and a 
permanent irreducible intussusception develops. 

The presence of a primitive mesentery to the colon 
will permit the head of the intussusception to travel 
far before obstruction occurs. The long mesentery of 
the ileum allows it to pay out considerably before 
vascular occlusion results. Hence in ileocecal intus- 
susception, the symptoms are often mild and in- 
definite for a considerable length of time. 

The presence of an abdominal tumor together with 
emptiness of the right iliac fossa (Dance’s sign) are 
valuable diagnostic points. Violent abdominal pain 
followed by nausea and vomiting is often a surgical 
condition unless true diarrhoea soon intervenes. 

The author suggests that all intussusceptions may 
be ‘‘acute” with common diagnostic features, but 
varying in degree according to the changes in the 
bowel wall. Joun W. Nuzum, M.D. 


Alvarez, W. C.: A Practical Treatment of Duodenal 
Ulcer. J. Am. M. Ass., 1926, Ixxxvii, 2086. 


Only eleven of 100 patients with duodenal ulcer 
questioned by Alvarez had had what might be called 
a Sippy cure, and only eighteen more had been given 
food between meals. It was apparent from this 
study that the general practitioner is not doing much 
for his patients with ulcer. This is because the text- 
books tell him only of the Sippy treatment which, 
although good, is too complicated for him and too 
expensive for the patient. The result is that he pre- 
scribes an alkaline powder and lets it go at that. 

What he needs is the simplest possible ambulant 
treatment: one that he will prescribe and his patients 
will follow. In searching for such a treatment, 
Alvarez found that the essential factor is the giving 
of food every two hours. With that alone, most 
patients with uncomplicated ulcers get immediate 
and complete relief from their distress. In many, 
the period of arrest is at least as long as it is usually 
after Sippy cures. 


Peptic Ulcer of the Jejunum (Zur 
Arch. f. klin. 


Haberer, H.: 
Frage des Ulcus pepticum jejuni). 
Chir., 1926, cxl, 395. 

The author discusses peptic ulcer of the jejunum 
on the basis of sixteen cases which he studied very 
thoroughly. The development of peptic ulcer of 
the jejunum is not influenced to any great extent by 
the nutrition nor the operative technique. Even in 
the not rare cases in which the roentgen examination 
fails to show evidence of the condition, the diagnosis 
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is easily made from the general clinical symptoms, 
especially tenderness to pressure in the region of the 
new outlet of the stomach. 

Examination of the stomach contents usually 
shows high hydrochloric acid value in relation to the 
total acidity. It is important to remember that 
even extensive resection of the antrum causing a 
marked decrease in the hydrochloric acid may be 
followed by peptic ulcer. Haberer assumes that in 
these rare cases there is misplaced pyloric mucosa 
in the duodenum and that when duodenal stasis 
occurs this precipitates the second chemical phase 
in the stomach which may lead to peptic ulcer of the 
jejunum. 

The location of the ulcer is usually in the region of 
the anastomosis near the attachment of the mesen- 
tery. It is sometimes very difficult to find. The 
best guide to it are the glands in the mesentery of 
the loop used in the gastro-enterostomy and the 
inflammatory thickening of the mesentery. 

VORDERBRUEGGE (Z). 


Adams, J. E.: The Surgery of the Jejunum. Brit. 
J. Surg., 1926, xiv, 343. 


Traumatic lesions of the jejunum include crush- 
ing, tearing, and bursting. The most common cause 
of intestinal rupture is a direct blow over a small 
area of sufficient force to produce temporary approxi- 
mation of the opposite walls of the gut. The extent 
of the lesion depends upon the state of distention 
and fixation of the bowel. 

A forcible blow on the abdomen over a limited 
area is alone a sufficient justification for abdominal 
exploration. It must be borne in mind that marked 
acceleration of the pulse, recurrent vomiting, diminu- 
tion of liver dullness, and the presence of abdominal 
rigidity are late signs of intestinal rupture. The 
prognosis of rupture of the jejunum is governed 
chiefly by the state of fullness of the gut and the 
time which elapsed between the injury and the 
operation. 

In suturing, marked narrowing of the bowel lumen 
must be avoided. When the rupture is extensive, re- 
section may be necessary. Up to two-fifths of the 
length of the small intestine may be removed with 
little disturbance of metabolism. 

Obstruction of the jejunum, if unrelieved, soon 
terminates fatally. Probably the most common 
cause is adhesions. Intussusception and volvulus 
are rare. Many investigations have been made to 
explain the high mortality in obstruction of the small 
bowel. It is generally believed that the cause is a 
severe toxamia due to the absorption of toxic 
material elaborated within the obstructed bowel. 
The source of these toxins is still a subject of con- 
troversy, some believing it to be the mucosal wall, 
and others, bacterial activity. ‘The most toxic 
products are the proteoses. A most important con- 
tributory factor in toxic absorption is paresis of the 
jejunum. 

New growths are rare in the jejunum. Primary 
carcinoma of the jejunum is a pathological curiosity. 
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Sarcoma occurs occasionally and may be the exciting 
factor in intussusception. Benign tumors are rare. 
The most common benign tumors are the fibroma, 
myoma, lipoma, and adenoma, but these constitute 
only one-fourth of the total number of tumors of 
the small intestine. 

The author discusses briefly cysts and congenital 
atresia of the jejunum, both of which are unusual 
conditions. 

Primary ulcer of the jejunum with or without 
perforation is rare, but ulceration following gastro- 
jejunostomy is not uncommon. Factors believed to 
contribute to the occurrence of jejunal ulceration 
after gastrojejunostomy are the use of non-absorba- 
ble suture material and of clamps in the operation 
and trimming of the mucosa in the formation of the 
jejunal stoma. 

The symptoms of jejunal ulcer are comparable to 
those of duodenal ulcer. Hunger pain is often a 
prominent feature. The only physical sign of much 
value is tenderness to the left and a short distance 
above the umbilicus. Various roentgenographic 
abnormalities ,are mentioned as suggestive of ulcer; 
a filling defect is rarely seen. 

Jejunostomy is of value for several purposes. In 
some cases it may be indicated for feeding. Food 
introduced into the jejunum will maintain the 
patient’s nutrition and after a few days this method 
of feeding is well tolerated. The formation of a 
jejunal fistula is of value also for jejunal drainage 
which is an essential measure for the relief of intes- 
tinal toxemia. 

“The author describes the technique of jejunostomy. 
A winged catheter is best. After its emergence, the 
tube should be buried in the side of the intestine for 
a short distance and anchored to the rectus sheath 
and skin. If possible, it should be delivered through 
a portion of the omentum. The operation may be 
performed under local anesthesia through the upper 
fibers of the left rectus muscle. 

Jejunostomy may be successfully substituted for 
gastrostomy in carcinoma of the oesophagus and 
inoperable cancer of the stomach. It may be em- 
ployed also for bleeding gastric and duodenal ulcers, 
particularly inoperable ulcers, and may be combined 
with gastro-enterostomy. In the cases of poorly 
nourished patients with gastric ulcer this opera- 
tion may be performed as a preliminary to gas- 
trectomy. 

In the second stage of intestinal obstruction, which 
is characterized by distention of the bowel, the ob- 
struction must be relieved, but in addition a tempo- 
rary jejunostomy is advisable. In the third stage, 
in which the patient’s condition does not warrant an 
abdominal exploration, only relief of the distention 
by jejunostomy should be done at first; the removal 
of the cause of the obstruction should be delayed. 
Adams prefers to open the bowel in the jejunum in 
such cases because the toxicity of the contents is 
believed to be highest at this level. Jejunostomy is 
recommended also for certain cases 6f paralytic ileus 
and peritonitis. Don K. Hurcnens, M.D. 
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Haden, R. L., and Orr, T. G.: Experimental High 
Jejunostomy in the Dog, with Blood Chemical 
Studies. J. /xper. Med., 1926, xliv, 795. 

Dogs with simple high drainage of the jejunum 
lived from two to five days. This is a shorter average 
length of life than that following simple obstruction 
at the same location. The chemical changes in the 
blood are similar to those occurring in high intestinal 
obstruction, but differ from those of pyloric and 
duodenal obstruction in that the carbon-dioxide 
combining power does not show any constant 
change and the chlorides do not show such a marked 
fall. 

Ileostomy 12 in. above the cecum did not produce 
the profound disturbance of high jejunostomy. 

Treatment with sodium chloride solution definite- 
ly prolonged the life of dogs after high jejunostomy. 
The cause of rapid death following high jejunostomy 
apparently differs from that of death following high 
intestinal obstruction. Sodium chloride will not pro- 
tect to as great an extent following high jejunostomy 
as in high intestinal obstruction. 

Whether the cause of death is dehydration, 
toxamia, loss of chlorides, or loss of other important 
elements is not known. Samuet Kaun, M.D. 


Hays, G. L.: Pneumatic Rupture of the Bowel. 
Surg., Gynec. & Obst., 1920, xliii, 491. 

In a review of the literature Hays found that 
pneumatic rupture of the bowel is a very uncommon 
accident. He was able to collect the reports of only 
thirty-two cases. The first case was reported by 
Stone in 1904. In 1911, Andrews reviewed seventeen 
cases, including one of his own. 

Hays reports the case of a 30-year-old man who 
worked in a mill. It was the practice of the em- 
ployees in this mill to use an air hose to dust their 
clothes when they finished work. The patient held 
the nozzle of the air hose too near the buttocks, 
forcing the air into the rectum. 

He was seen by the author thirty minutes later in 
severe shock with a weak and rapid pulse, and 
tenderness and marked muscular rigidity’ over the 
entire abdomen. ‘The inguinal canals were more 
prominent than normal and the umbilical depression 
was absent. 

Operation was performed one hour and fifty min- 
utes after the accident. A rupture was found in the 
rectum distal to the end of the sigmoid. The serosa 
was separated in two or three areas and the peri- 
toneum markedly congested. Free air and fecal 
material were found in the abdominal cavity. The 
perforation was carefully closed and the separated 
serosa repaired. A tube extending above the point 
of rupture was left in the rectum and the sigmoid 
was sutured to the peritoneum through a McBurney 
incision so that it could be easily opened later if 
necessary. 

On the following day, the sigmoid was opened at 
the site of the peritoneal suture on account of disten- 
tion. On the second day, a cxcostomy was done as 
no relief was obtained from the opening of the sig- 
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moid. Nine days after the operation, the patient 
became semi-stuporous presumably as the result of 
the fluid loss occurring through the caecostomy open- 
ing. It was therefore deemed advisable to close the 
cecal opening in such a way that it could be re- 
opened easily if necessary. This was done by intro- 
ducing a Barnes dilator and inflating it. The pa- 
tient’s condition almost immediately came back to 
normal. Herniz developed in both incisions and 
were repaired at a later time. The cecostomy open- 
ing was also repaired. 

The patient made a complete recovery and re- 
turned to work. 

The author reviews twenty-two cases from the 
literature. The mortality in these cases was 60.5 per 
cent. The high death rate was no doubt due partly 
to the length of time which elapsed between the 
accident and the operative procedure. This interval 
ranged trom one hour and fifty minutes (in the 
author’s case) to four days. The patients who re- 
covered after operation were all operated upon 
within six hours. Two recovered without operation, 
but it was impossible to state definitely that they 
had a perforation of the bowel. 

The treatment of these cases is entirely operative. 
The sooner they come to the operating table, the 
greater the chance for recovery. A paracentesis of 
the abdomen to permit the escape of air before the 
operation is probably advisable, as the patient’s 
condition is usually improved immediately by the 
removal of pressure from the diaphragm. 

The patient’s condition and the pathological 
changes found suggest the type of operation most 
applicable. The operative procedures vary from 
simple closure of the ruptured bowel to resection of 
the intestine followed by end-to-end or lateral 
anastomosis. 

A colostomy above the point of the anastomosis 
to relieve pressure is essential. 

Harotp M. Camp, M.D. 


Upson, W. O.: The Technique for Roentgenological 
Study of the Colon. Am. J. Roenigenol., 1926, xvi, 
419. 

A reliable, accurate, and complete report on 
pathological conditions and abnormalities of the 
colon depends largely upon the roentgen examina- 
tion. In order to obtain a thorough understanding 
of the condition, such an examination must be 
made with great care and, if possible, should in- 
clude observations made after the ingestion of an 
opaque meal and after the injection of an opaque 
enema. 

The author gives a detailed description of the 
technique used at the Battle Creek Sanitarium, 
Battle Creek, Michigan, together with observations 
which serve to differentiate the normal from the 
pathological colon. 

The article contains numerous roentgenograms 
showing different types of conditions and how they 
may be demonstrated by rotation or manipulative 
aid. Apo.tpu Hartune, M.D. 
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Button valve. 


valve in position; sectional view. 


a, First stage, the valve. 
b, Second stage, button attached. c, Button 
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Cawardine.—The Extraperitoneal Closure of the Artificial Anus (Greig Smith’s Mcthod). 


Perman, E.: The Operative Treatment of Cancer of 
the Colon. Acta chirurg. Scand., 1926, |xi, 257. 

In the method of resection described, the two 
intestinal loops, after sufficient mobilization, are 
jointly grasped in one clamp and the gut is divided 
at some distance from this point. The intestine is 
then sutured end-to-end. As the suturing is done 
with the exposure of a strip of intestinal mucous 
membrane from 1 to 2 cm. wide, this method is not 
as aseptic as the procedures in which the intestinal 
suturing is done with the lumen closed. However, it 
has great technical advantages and is associated with 
no greater danger of peritonitis than other procedures. 
The latter was demonstrated by the absence of re- 
action in several of the cases operated upon during the 
last year, the temperature curves of which are shown. 

In fifty-seven cases of carcinoma of the colon, 
including the sigmoid flexure, there were sixteen 
deaths after the operation, but in only six of the 
fatal cases was the death due to peritonitis. In 
twenty-nine cases of carcinoma of the cecum, the 
ascending colon, or the descending colon there was 
no case of peritonitis after the operation. In nine 
cases of ileocecal resection for tuberculosis or 
chronic typhlitis there was one death, and in nine 
cases of sigmoid megacolon without acute ileus 
there was no death after the resection. 


Hecker, J. P., Grunwald, J. E., and Kuhlmann, 
C. J.: The Malformations and Displacements 
of the Large Intestine and Their Surgical 
Importance. Am. J. Surg., 1926, i, 344. 


Malformations and displacements of the colon are 
very interesting not only embryologically but also 
clinically. They are not frequent. In most cases the 
condition is discovered at autopsy, but in some, as 
in Hecker’s case, it is revealed by roentgenographic 
examination. 


Most colonic ectopias are dispositions resulting 
from insufficiency of normal rotation of the primitive 
intestinal loop, inverse rotation, or deficient fixation. 
Hecker classifies colonic dystopias embryologically 
into two groups: those resulting from faulty rotation 
(absence of all rotation, insufficiency of normal rota- 
tion, insufficiency of inverted rotation), and those 
resulting from insufficient fixation (ptosis of the 
splenic flexure, ptosis of the hepatic flexure). 

The absence of rotation predisposes to dilatation 
of the colon and acute occlusion; several angulations 
predispose to occlusion or volvulus. Absence of 
fixation of a flexure and excessive length render the 
diagnosis of appendicitis difficult. 

The author reports a case of sinistro-colia. 

Herman H. Huser, M.D. 


Carwardine, T.: The Extraperitoneal Closure of the 
Artificial Anus (Greig Smith’s Method). Brit. 
J. Surg., 1926, xiv, 329. 

Carwardine calls attention to the method of 
closing the artificial anus devised by Smith in 1895. 
The aim of the operation is to perform enterorrhaphy 
without opening the general peritoneal cavity. 

The preliminary treatment consists in division of 
the spur and restoration of the natural channel by 
mechanical means. This is accomplished most satis- 
factorily by the application of Dupuytren’s entero- 
tome. The compression should be gradually in- 
creased each day; complete obliteration of the spur 
should take from five to seven days. Tying the 
patient’s hands and attaching a large cork disk to 
the clamp are advocated to prevent accidental dis- 
placement. 

The next step consists in the introduction of 
Banks’ tube which serves the double purpose of 
dilating the contracted efferent loop and pressing 
back the spur. Later a button valve may be inserted. 
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This consists of a soft rubber disk applied to the 
inside of the stoma and held in place by attaching to 
it a rigid button as shown in the figure. 

The extraperitoneal closure is effected in four 
stages as follows: 

1. An oval incision is made down to the sub- 
peritoneal tissue, wide enough to include a portion 
of the contiguous skin. 

2. The bowel is separated from the overlying 
muscle and aponeurosis over an area of 2 or more 
inches and then delivered. Free mobilization is 
essential to the success of the operation. 

3. After the superfluous tissue has been trimmed 
away the edges are sutured with inverting continu- 
ous catgut sutures. 

4. The wound is closed by several silkworm gut 
or silver wire sutures including all layers of the 
abdominal wall down to the peritoneum, and a 
drainage tube is inserted at each angle of the wound. 

Following this technique, natural defecation is 
the rule. ‘There may be some fxcal drainage, but 
this soon ceases. Occasionally the whole wound 
breaks down, but after an interval of two or three 
months the operation may be repeated successfully. 

In the absence of serious complications the 
mortality is under 5 per cent. The'method has the 
disadvantage of tediousness, but this is amply com- 
pensated for by the lower mortality. It is claimed 
to be equally effective for the small intestine. 

Don K. Hutcuens, M.D. 


Feissly, R.: A Contribution to the Radiological 
Diagnosis of Ileoczecal Tuberculosis. Brit. J. 
Radiol., 1926, xxxi, 498. 

From the roentgenological point of view, ileocecal 
tuberculosis has two different aspects. In one group 
of cases ulceration of the mucous membrane seems 
to be the dominating condition and infiltration of the 
wall is of minor importance. The cacum is therefore 
quite clear in the roentgenogram and the barium 
accumulates in the inferior ileum and the transverse 
colon. In the other group of cases infiltratjon of the 
cecum is the dominating condition and simple 
ulceration appears in the adjacent segments of the 
colon. In some cases roentgenography shows a mal- 
formation of the caecum due to rigidity of the organ. 

The author presents roentgenograms of cases 
illustrating the two types. One of the cases is of 
special interest because of the unusual roentgen 
findings which were subsequently explained by the 
postmortem findings. Apotru Hartunc, M.D. 


Van Zwaluwenburg, C.: The Cause of Acute Appen- 
dicitis; the Hydromechanics in Acute Appen- 
dicitis. California & West. Med., 1926, xxv, 612. 

The author’s conception of the etiology of acute 
appendicitis is based on a hydromechanical theory. 

The initial step is the formation of a closed pouch 

by the lodgment of a plug of faecal material, a faco- 

lith or débris, behind a constriction or narrowing in 
the lumen of the appendix. It is generally known 
that fecal material passes quite freely into and out 


of the normal appendix from the caput coli. Acute 
appendicitis is a strangulation-like abscess forma- 
tion. 

The blood supply to the appendix through the 
arteries and arterioles has an approximate pressure 
of 125 mm. Hg. The veins and lymphatics remove the 
fluid from the tissues at a pressure of from o to 
20 mm. Hg. The arteries continue to carry blood 
to the appendix after the lymphatics and veins of 
the appendix have been compressed and the afferent 
flow has been obstructed. Thus oedema and inflam- 
matory hyperemia are brought about. 

Often the fwcolith acts as a ball-valve plug per- 
mitting a sudden gush of fluid from the cacum into 
the appendix, where it lodges behind the plug or 
concretion. The pathogenic bacteria present in the 
lumen of the appendix back of the obstruction cause 
inflammatory activity with resulting thrombosis of 
the vessels and ultimate gangrene unless the plug 
slips back into the cw#cum and drainage is re- 
established. 

Wilkie of Edinburgh has produced appendicitis 
in rabbits and cats by first stripping fluid fecal 
material from the cecum into the appendix and then 
applying an obstructive ligature. 

Joun W. Nuzum, M.D. 


Fernstrém, B.: A Contribution to the Knowledge 
of Volvulus of the Sigmoid Flexure, Especially 
Its Chronic Form, and an Account of the 
Technique Employed in Colonic Resection. 
Acta chirurg. Scand., 1926, \xi, 213. 

The author reports twelve cases of volvulus of the 
sigmoid flexure, the majority of which were chronic. 
The difficulty of establishing the diagnosis of this 
condition and the importance of the roentgenological 
examination are emphasized. The method of colonic 
resection in the cases reported is described. 


Clark, J. H.: Cancer of the Sigmoid and Rectum in 
Children and Young Adults. Ann. Surg., 1926, 
Ixxxiv, 833. 

Clark reports a case of carcinoma of the sigmoid 
in a boy 16 years of age. This is the thirteenth case 
on record of carcinoma of the sigmoid occurring at 
this age and brings the total number of recorded 
cases of cancer of the rectum and sigmoid occurring 
before the twentieth year of age to fifty-two. 

Josern K. Narat, M.D. 


Rosser, C.: Clinical Variations in Negro Proctology: 
The Venereal Factor. J. Am. M. Ass., 1926, \xxxvii, 
2084. 


This discussion is a continuation of a study of 
proctological peculiarities in the negro which was 
reported in the Journal of the American Medical 
Association, 1925, \xxxiv, 93. Attention is called to 
the varied manifestations appearing in the anorectal 
region as the result of venereal infections. Rosser 
believes that primary rectal lues is uncommon in the 
negro, but that secondary and tertiary proctological 
lesions in the form of mucous patches, flat condylo- 
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mata, vegetative condylomata, and tertiary rectal 
or anal ulceration occur much more frequently in the 
negro than the Caucasian. 

In the author’s dispensary practice, gonorrhceal 
proctitis was usually seen late. This condition is 
rare in the male but common in the female. As a 
rule, stricture is present or impending. A frequent 
accompaniment of gonorrhceal rectitis is the moist 
venereal wart or acuminate condyloma. Anal 
chancroid, which is also seen more frequently in the 
female than in the male, is described as an infection 
in both commisures or of the entire anus. 

Venereal lesions of the rectum in the negro are 
notably indolent and always progressive. They tend 
to invade the entire rectum (but not the sigmoid) 
and to cause stricture formation. Constitutional 
treatment without vigorous local treatment is in- 
effectual. 


Forssner, H.: Rectal Angioma Perforating the 
Vagina. Acta obst. et gynec. Scand., 1926, v, 433. 

The patient whose case is reported was a married 
woman 50 years of age whose menopause began one 
year ago. Her only complaint was a feeling of pres- 
sure in the lower part of the abdomen which she 
believed was due to a fibroid that had been found at 
examination a few years previously. Forssner’s 
examination disclosed a small pedicled fibroid which 
did not account for the symptoms and slight bulging 
of the anterior vaginal wall. The position of the 
uterus was normal. ‘The patient was advised to wait. 

Nine months later she returned with aggravation 
of the symptoms and a history of a growing lump in 
the anterior wall of the vagina. There had been no 
discharge or bleeding. Examination revealed a 
rounded firm tumor about the size of a prune pro- 
truding from the vulva, and behind this an opening 
between the rectum and the vagina about 2 cm. in 
diameter. No faces or gas was passed through this 
opening. 

At operation, the tumor, a pedicled growth from 
the rectal wall, was removed. Histological examina- 
tion showed it to be a benign angioma. 

HArry W. Fink, M.D. 


Lockhart-Mummery, J. P.: The Prognosis in 
Rectal Cancer. Lancet, 1926, ccxi, 1307. 

The prognosis as regards cure of a patient under 
30 years of age sufiering from cancer of the rectum 
is extremely poor. ‘The author has no record of any 
patient treated for cancer of the rectum under the 
thirtieth year of age who has not died from prompt 
recurrence however drastic the operation. A patient 
with cancer of the rectum who is given only sympto- 
matic treatment has a little less than two years to 
live. When the condition can be dealt with by 
perineal resection the mortality is not more than 
about 3 per cent. The chief cause of death used to 
be sepsis, but this has been practically eliminated 
by careful technique. Today the chief causes of 
death are postoperative infarction and heart failure. 
In cases of growths at the rectosigmoidal juncture 
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which must be dealt with by abdominoperineal 
resection the operative mortality cannot be kept 
much below 25 per cent. 

In ninety-five cases of rectal cancer operated upon 
by the author, a five-year cure was obtained in forty- 
five. Lockhart-Mummery has not seen any cures 
from deep X-ray or radium therapy. 

Colloidal copper delays the growth of the tumor 
and reduces the secondary ulceration. It seems to 
act by causing fibrosis in the growth. So far as the 
author is aware, it is associated with no danger. 

In the use of colloidal lead there is considerable 
danger from the rapid reaction of the tumor and from 
acute plumbism due to the lead in the circulation. 

Joserpn K. Narat, M.D. 


LIVER, GALL BLADDER, PANCREAS 
AND SPLEEN 


Laird, W. R., Brugh, B. F., and Wilkerson, W. V.: 
Liver Function Studies and Their Clinical 
Correlations. Ann. Surg., 1926, lxxxiv, 703. 


The authors xeport upon tests of liver function in 
fifty-two consecutive cases of gall-bladder disease. 
The investigation included a carefully taken history, 
a thorough physical examination, Wassermann 
tests, studies of the blood chemistry, and the 
phenoltetrachlorphthalein test, the icterus index 
test, the quantitative determination of the urobilin 
in the urine, and Widal’s hamoclastic crisis test. 
The studies of liver function were made at the time 
of the patient’s admission to the hospital and as 
often as seemed indicated during the period of 
preparation for operation, at intervals during the 
postoperative course, and as a final check on the end- 
results at some time subsequent to the patient’s dis- 
charge from the hospital. 

As the result of this study, the authors were able 
to predict with considerable accuracy the amount of 
pathological change in the liver that would be found 
at operation. In only two of the fifty-two cases was 
the prediction not confirmed at operation. There 
was a marked parallelism between the severity of the 
clinical symptoms and the degree of dysfunction as 
shown by the laboratory studies. In the authors’ 
experience, the phenoltetrachlorphthalein test, the 
icterus index and the urobilin test have checked each 
other quite accurately. The Widal test has been 
found less reliable. Harry W. Fink, M.D. 


Davis, D.: The Determination of the Icterus Index 
with Capillary Blood. Am.J.M]. Sc., 1926, clxxii, 
$48. 


The author presents a new and very simple 
clinical method for the determination of the icterus 
index. 

Glass tubing of 2 mm. uniform bore and 10 cm. 
length is prepared, and both ends are drawn out to 
capillary size. The finger is punctured, and a 
column of blood 2 cm. long is drawn into the tube. 
The blood is allowed to clot, and the clear end of 
the tube is sealed in the edge of a flame. The tube 
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is then placed in a padded centrifuge tube and the 
clot thrown down. ‘The layer of clear serum which 
forms above the clot is easily matched with stand- 
ards contained in tubes of the same bore. 

The method of preparing the standard solutions 
is described. 

As venipuncture is obviated by this method, it is 
convenient for frequent determinations of the 
icterus index and particularly suited to the study of 
the icterus index in infants and children. 

SAMUEL Kaun, M.D. 


Graham, E. A.: New Developments in Our Knowl- 
edge of the Gall Bladder. Am. J. M. Sc., 1926, 
clxxii, 625. 

Graham believes that we are now perhaps just at 
the beginning of a rational conception of how in- 
flammation of the gall bladder begins, how it pro- 
duces its symptoms, and the nature of its effects. 
He has presented evidence which indicates that in 
the majority of cases cholecystitis is produced by 
the direct extension of inflammation from the liver 
to the wall of the gall bladder. ‘This extension occurs 
through the abundant lymphatic anastomoses be- 
tween the liver and the gall bladder. From experi- 
ments on the lymphatics of the gall bladder, 
duodenum, and pancreas with the injection of dye, 
evidence seems to be accumulating that duodenal 
ulcer may induce cholecystitis directly by lymphatic 
extension without the intervention of a hepatitis. 

Krom the standpoint of the diagnosis of gall- 
bladder disease it seems that most tests of liver 
function have been rather disappointing. The only 
laboratory aid that offered hope was the roentgen 
ray, but it was necessary to discover a substance 
that would render the gall bladder opaque. After 
considerable preliminary work the author and his co- 
workers found the sodium salt of tetra-iodophenol- 
phthalein best suited for this purpose. They have used 
the intravenous mode of administration and since 
the purer products have been employed have had no 
reactions from its use. They prefer the intravenous 
to the oral method. 

Failure to obtain a shadow is unexcelled in 
diagnostic value. Soft calculi which are otherwise in- 
visible are frequently seen in the cholecystograms as 
“negative” shadows or filling defects. ‘They occupy 
space in the gall bladder which would otherwise be 
filled by the opaque substance. Irregularities of con- 
tour denote adhesions, diverticula, etc. Variations 
fiom the normal in the density of the shadow and in 
the time of its appearance and disappearance are 
significant. 

The author has used the method in goo cases, in 
653 of which.the dye was given intravenously. Of 
10g cases in which the gall bladder was removed, the 
diagnosis was found to be correct in 97.2 per cent. 

From a physiological standpoint the author has 
been interested in the manner in which the gall 
bladder empties itself. From a series of very re- 
markable experiments on animals he concludes that 
the chief factors in the emptying are purely passive 


and the process is explained on the basis of simple 
mechanical principles as follows: 

The gall bladder is a distensible viscus which 
responds to increased pressure in the common duct 
by becoming distended. When the ductal pressure 
is suddenly lowered by a sudden opening of the in- 
testinal end of the duct there is an elastic recoil on 
the part of the wall of the gall bladder which results 
in the ejection of bile from the organ. Moreover, as 
the bile is streaming down the common duct past 
the orifice of the cystic duct there may be some 
siphonage action similar to that of the filter pump 
well known to chemists. However, the heisterian 
valves may interfere somewhat with the exit of bile 
in this way. The intermittent sudden opening and 
sudden closing of the duodenal end of the common 
duct results, therefore, in a gradual washing out of 
the gall bladder. Harry W. Fink, M.D. 


Graham, E. A.: Functions and Diseases of the Gall 
Bladder: The Value of Cholecystography in 
Diagnosis. Brit. M.J., 1926, ii, 671. 

Hurst, A. F.: The Diagnosis and Treatment of 
Cholecystitis. Brit. M. J., 1926, ii, 676. 


In discussing the pathogenesis of cholecystitis, 
GRAHAM points out the importance of gall-bladder 
infection occurring by way of the lymphatics 
secondary to liver infection. Such an infection 
usually begins in the periphery of the organ. A 
lymphatic spread of infection may be carried also 
to the pancreas. 

Graham describes the original experiments with 
tetra-iodophenolphthalein and tetrabromphenol- 
phthalein for the visualization of the gall bladder 
with the X-ray. Improvement in the manufacture 
of the iodine salt makes the latter preferable to the 
bromine salt. Its intravenous use is no longer ac- 
companied by such undesirable reactions as those 
occurring at first. The isomeric salt, phenoltetra- 
iodophthalein, seems to pass through the liver more 
rapidly and promises to be the chemical of ultimate 
choice. 

A careful study of a group of 300 cases demon- 
strated that there were more reactions following the 
oral administration of the iodine salt than following 
its intravenous use. There were fewer reactions 
following the use of phenoltetra-iodophthalein than 
in any other method. 

Studies in the mechanics of gall-bladder con- 
traction have disproved the contrary innervation 
theory of Meltzer. Contractions of the gall bladder, 
if they occur at all, are exceedingly slight and of 
no consequence. The gall bladder cannot be made 
to contract by any means and experiment has shown 
that in the case of the dog the gall-bladder shadow 
will persist for several days if injections with 
tetra-iodophenolphthalein are made at intervals. 

The gall bladder may be emptied by abdominal 
pressure, gradual washing out by fresh bile from the 
liver, the elastic recoil from overdistention, or the 
absorption of its contents. The flow of bile follow- 
ing the injection of pituitrin or magnesium sulphate 
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seems to depend upon the induction of active duo- 
denal peristalsis. 

Hurst states that many cases of chronic chole- 
cystitis remain undiagnosed because the symptoms 
do not correspond to the typical clinical impression 
of the disease. A carefully taken history and the 
finding of tenderness on pressure over the visualized 
gall bladder during a period of discomfort should 
make clear the presence of even a slight non-surgical 
cholecystitis. 

The author does not agree with Graham that the 
gall bladder does not contract. As disproving 
Graham’s theory he cites the occurrence of biliary 
colic when a calculus becomes impacted in the mouth 
of the cystic duct. 

In the diagnosis of cholecystitis the Lyon method 
and a study of gastric secretion are of value since 
hypochlorhydria is often present. 

In the treatment, Hurst employs urotropin in 
large doses with such alkalies as sodium benzoate 
and potassium citrate three times a day. A small 
dose of magnesium sulphate is given each morning 
to promote biliary drainage. Vaccines made from 
organisms in the bile are prepared. Achlorhydria 
is treated by the administration of hydrochloric 
acid in suitable doses. = Wutitam J. Pickett, M.D. 


Copher, G. H., and Kodama, S.: The Regulation 
of the Flow of Bile and Pancreatic Juice into 
the Duodenum. Arch. Int. Med., 1926, xxxviii, 
647. 

Tonus and peristalsis in the duodenum are of 
great importance in the regulation of the flow of 
bile into the duodenum. This control is independent 
of factors other than pressure of the bile in the com- 
mon duct. A fall of pressure in the pancreatic duct 
accompanies a relaxation of tonus. ‘The duodenal 
wall exerts a like control over the discharge of pan- 
creatic juice from the pancreatic duct. A relaxation 
period between peristaltic movements, during which 
time bile and pancreatic juice enter the duodenum, 
allows the chyme and secretions to be mixed together 
by rhythmic contractions. A peristaltic movement 
following the relaxation period sweeps this bolus of 
chyme and secretions down the intestine. The process 
is then repeated. Food, drugs, and chemicals that 
affect tonus and peristalsis are factors in the regula- 
tion of the flow of bile and pancreatic juice into the 
duodenum. 

The injection of 1 or 2 c.cm. of oleic acid into the 
duodenal segment causes a marked increase in the 
duodenal movements and a fall in the common duct 
pressure. The relaxation of the tonus of the duode- 
num was found to be greatest approximately five 
minutes after the introduction of the fatty acid. 
Oleic acid produces a greater fall of pressure in the 
common duct than magnesium sulphate. The intra- 
venous injection of moderate doses of atropine sul- 
phate permits a considerable reduction of pressure 
in the common duct. Epinephrin chloride also causes 
a relaxation of the intestine and a fall in the common 
duct pressure. The fall is most marked during the 


rise of blood pressure from epinephrin. The intra- 
venous injection of pituitary extract is followed by 
an initial immediate relaxation of the duodenum and 
a marked fall in its common duct pressure corre- 
sponding to the rise of blood pressure. 

Pilocarpine and physostigmine increase the tonus 
of the intestine and thereby increase the amount of 
pressure that the duct will withstand. The increase 
of tonus is usually so great that in spite of increased 
movements of the duodenum there is no discharge 
from the common duct. 

It is evident that drugs that affect the tonus of the 
duodenal musculature affect the discharge of bile 
from the common duct. Morris H. Kaun, M.D. 


Wangensteen, O. H.: On the Significance of the 
Escape of Sterile Bile into the Peritoneal Cavity. 
Ann. Surg., 1926, lxxxiv, 691 


According to Wangensteen, the leakage of sterile 
bile into the peritoneal cavity is not innocuous. 
When well functioning biliary fistulae from which 
bile escapes into the peritoneal cavity are established, 
the experimental animal soon dies of cholamia due 
to the toxic action of the bile salts. 

In man, the escape of any considerable amount of 
sterile bile into the peritoneal cavity following sub- 
cutaneous rupture of the normal bile passages is 
always fatal unless the bile is removed. The cause of 
death is cholemia. The loss of bile from the in- 
testinal tract is a contributing factor. 

The quicker death of the dog after extravasation 
of bile as compared with the death of man under the 
same conditions is explained partially by the fact 
that dog bile is largely toxic taurocholic acid whereas 
human bile contains relatively more of the less toxic 
glycocholic acid. Harry W. Fink, M.D. 


Heyd, C. G.: Stricture of the Right Hepatic Duct 
Following Cholecystectomy. Ann. Surg., 1926, 
Ixxxiv, 769. 


The author reports the case of a 44-year-old 
woman who complained of persistent jaundice, sharp 
colicky pain in the right upper quadrant of the 
abdomen, nausea, vomiting, and tenderness in the 
area of a cholecystectomy incision which had been 
made a year previously. During a period of four 
months after the cholecystectomy the patient had 
had biliary discharge and lost 50 lbs. 

Heyd made a clinical diagnosis of chronic ob- 
structive jaundice due to extraductal pressure or 
possibly an injury to the external biliary ducts. The 
icterus index was 9.3, and the finding of the quantita- 
tive van den Bergh test, 0.62 mgm. per too c.cm. 
The Fouchet test was positive. The carbon dioxide 
combining power was 41.9. The bleeding and 
clotting times were four minutes. The red cell count 
Was 3,240,000. 

When the abdomen was opened through a right 
rectus incision the liver showed a moderate degree of 
fibrosis. ‘The hepatic flexure and duodenum had 
become firmly united to the undersurface of the liver 
as the result of a proliferating chronic peritonitis. 
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The stomach was hypervascularized and adherent to 
the undersurface of the previous abdominal incision. 
At the midpoint of the pyloric ring there was a 
perforating ulcer with a defect 3 cm. in diameter. 
This had been occluded by apposition to the under- 
surface of the liver. At the normal site of the cystic 
duct there was a thick, hard, indurated mass trav- 
ersed by the remnant of the right hepatic duct. 
Apparently the right hepatic duct was the site of an 
occlusive inflammation. 

The pylorus and duodenum were freed and brought 
up into the wound. A Horsley pyloroplastic opera- 
tion with excision of the ulcer margin was performed. 
‘The hepatic flexure was separated from the under- 
surface of the liver and the common duct identified 
by means of a hypodermic syringe and the aspiration 
of bile. After identification of the inferior portion of 
the common duct, a clean knife dissection was carried 
out, exposing the common duct iz toto. At the site 
of the cystic duct the common duct passed into a 
hard ridge of inflammatory tissue. Just below this 
ridge the common duct was opened and attempts 
were made to probe from below upward. These were 
unavailing. ‘The right hepatic duct was identified 
above the scar by the aspiration of bile. 

A longitudinal incision was made through the scar 
tissue and carried down to the common duct. The 
hepatic duct was dilated and a No. 10 French rubber 
catheter inserted therein. The catheter was carried 
well down into the common duct. The gap between 
the right hepatic and the common duct was then 
sutured in a transverse fashion, the incision connect- 
ing the two ducts having been made in a longitudinal 
direction. ‘The result was the formation of an ample 
lumen between the hepatic duct and the main 
channel of the common duct. A cigarette drain 
was inserted in Morrison’s space and two sheets of 
rubber tissue were placed between the liver and the 
duodenum. Recovery was uneventful except for a 
slight alkalosis which developed on the third day. 
Since the operation the patient has gained 30 lbs. 

Harry W. Fink, M.D. 


Judd, E. S., and Parker, B. R.: The Mortality 
Following 1,324 Operations on the Biliary 
System and Pancreas at the Mayo Clinic in 
1925. Surg. Clin. N. Am., 1926, vi, 1207. 


The authors report a decrease in the death rate 
from operations on the biliary passages, liver, and 
pancreas from 4.14 per cent in 1923 to 2.94 per cent 
in 1925. ‘They divide the operations into eight groups 
(1) operations for acute cholecystitis; (2) operations 
for chronic cholecystitis; (3) operations for chronic 
cholecystitis and concurrent conditions; (4) opera- 
tions on the gall bladder and ducts; (5) operations 
for benign Jesions in the biliary system; (6) opera- 
tions for carcinoma of the gall bladder; (7) operations 
on the pancreas; and (8) operations on the liver. 

Factors influencing the mortality were: (1) the 
pre-operative study and preparation of patients who 
were considered poor surgical risks, especially 
jaundiced patients who were given treatment to 


decrease the clotting time of the blood; (2) close 
cooperation between the medical and surgical serv- 
ices; (3) postponement of operation in the cases of 
obese persons until the obesity had been sufficiently 
reduced; and (4) the minimal use of drains except 
when there was localized infection or the common 
duct was opened. 

In fifty-four cases in which operation was per- 
formed for acute cholecystitis there were three deaths. 
The patients who died were obese. Two died from 
severe myocardial degeneration and one from pul- 
monary embolism on the tenth day. 

Of 908 cases of chronic cholecystitis with or with- 
out stones, cholecystectomy was performed in 878 
with thirteen deaths. Cholecystostomy was _ per- 
formed in twenty cases with one death. In this 
group six deaths were due to cardiac disease, one 
resulted from pneumonia, four were due to pul- 
monary embolism, two to pneumonia, and one to 
massive collapse of the lungs. 

There were 114 operations for chronic cholecystitis 
and concurrent conditions with one death. ‘The 
patient who died had had a cholecystostomy in 1916 
and came to the Clinic with a history of severe 
myocardial damage and recurrent attacks of colic 
and a biliary fistula. Death was due to peritonitis, 
syphilis, and hypertrophy of the heart (516 gm.). 

One hundred forty-two operations were performed 
on the bile ducts for stones, with nine deaths, and 
thirty-seven operations on the bile ducts for benign 
lesions in the biliary system, with two deaths. Two 
of the patients died from pulmonary embolism, three 
from peritonitis, two from pneumonia, one from 
cardiac disease, one from acute suppurative pan- 
creatitis, one from internal hemorrhagic pachy- 
meningitis, and one from hepatic insufficiency. 
Sixty-eight were jaundiced at the time of operation. 

There were nine operations for carcinoma of the 
gall bladder or ducts with four deaths. 

Twenty-nine operations were performed on the 
pancreas with four deaths. Twenty-one were cases 
of malignant disease, six were cases of cysts, and 
two were cases of hemorrhagic pancreatitis. The 
four deaths occurred in the malignant group, one 
from generalized carcinomatosis with hepatic in- 
sufficiency, one from gastro-intestinal haemorrhage, 
one from hepatic insufliciency, and from uremia. 

Thirty-two operations were performed on the 
liver with two deaths. One death occurred twelve 
days after operation from gastro-intestinal hamor- 
rhage in a case of primary carcinoma of the liver. 
The other occurred in a case of extreme atrophic 
cirrhosis in which a Talma-Morison operation had 
been performed. 


MISCELLANEOUS 


Eusterman, G. B.: Unfamiliar Aspects of Hzema- 
temesis and Melzna. Med. Clin. N. Am., 1926, 

x, 485. 
In Eusterman’s experience, extragastric lesions in 
the ambulatory patient are as often responsible for 
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gross hemorrhage from the upper digestive tract, 
single or repeated, as are chronic ulcers of the stom- 
ach or duodenum and gastric cancer. The occurrence 
of hematemesis or melana may indicate an acute or 
chronic gastric or duodenal lesion, but in the absence 
of characteristic symptoms and signs other causative 
factors must be excluded. These are hepatic cirrhosis, 
cholecystic disease with or without associated 
changes in the liver, foci of infection giving rise to 
acute focal hamorrhagic gastritis or duodenitis, 
disease associated with splenomegaly, such as 
splenic anemia, Banti’s disease, leukwmia, haemolytic 
jaundice, appendiceal disease with reflex gastric dis- 
turbances, hemophilia, purpura, chronic nephritis, 
and uramia. 

There are instances of symptomless isolated 
haemorrhage, the cause of which is never ascertained, 
the patient remaining in good health. In a small 
percentage of cases of chronic gastric or duodenal 
ulcer, haemorrhage, single or repeated, may be the 
only symptom. Only about 30 per cent of chronic 
benign lesions give rise to gross bleeding, and in the 
majority of the malignant lesions the bleeding is 
occult, gross hemorrhage being manifested in only 
8 per cent, usually during the late stages of the dis- 
ase. Unusually severe physical exertion or an 
alcoholic debauch may provoke hemorrhage in those 
predisposed to it, even after years of freedom from 
gastric symptoms or hemorrhage. 

The author describes four types of cases in which 
anxmia and bleeding from the upper digestive tract 
were outstanding features. In this group they were 
associated with cholecystic disease with regional 
hepatitis and appendicitis; hepatic cirrhosis and 
splenomegaly with probably an associated duodenal 
ulcer; hamorrhagic focal duodenitis; and gastric 
carcinoma developing soon after gastro-enterostomy 
for duodenal ulcer. 


Monson, R. B. P.: An Investigation in the Wallaby 
of the Muscle Trauma Caused by the Common 
Incisions Used in Laparotomy. Med. J. Austra- 
lia, 1926, ii, 785. 

Monson has attempted by experimental work on 
the wallaby to place the various incisions for opening 
the abdomen on a definite pathological basis. 

The wallaby was employed because it usually 
maintains the upright position with a similar stress 
upon the abdominal muscles to that occurring in man, 

Two animals were used, one to test the supra- 
umbilical incisions with the rectus retracted medially 
and laterally, and the other to test the subumbilical 
mid-rectus and the gridiron incisions. ‘The peri- 
toneum in each case was closed with plain catgut, 
the muscle, fascia, and skin were closed with 
chromicized catgut No. 1. Healing was uncom- 
plicated. Two months later both animals were killed 
and sections were taken from the region under each 
incision and subjected to careful pathological 
examination. 

Contrary to the usual teaching, the minimal 
amount of damage was done by the incision in which, 


after opening of the sheath, the rectus was retracted 
medially. The next best incision as judged by the 
lack of damage to muscle fibers was the mid-rectal 
in which the muscle was split. 

The gridiron incision proved to cause the greatest 
degeneration in all areas examined. ‘This corre- 
sponds to the author’s experience, he having seen 
more vental herniz in this incision than in any other 
save the mid-line section. 

The approach through the rectal sheath with 
lateral retraction of the rectus has been called the 
perfect anatomical incision and sponsored by such 
men as Moynihan and Sherren. However, this 
investigation showed that while there was little 
interference in the lateral half of the muscle, the 
change in the medial half was uniformly great, while 
the sections below the incision revealed degeneration 
of muscle fibers equalled only by the corresponding 
sections in the gridiron incision. 

On the basis of his findings, Monson suggests that 
if this incision be used, the peritoneum be opened 
under the lateral half of the muscle to prevent sub- 
sequent ventral hernia. Grorce A. Cottetr, M.D. 
Pancoast, H. K., and Boles, R. S.: Non-Traumatic 

Left Diaphragmatic Hernia: Clinical and 
Roentgenological Studies in Fifteen Cases. 
Arch. Int. Med., 1926, xxxviii, 633. 


According to the various reports 1n the literature, 
diaphragmatic hernia was discovered only seven 
times in 25,000 roentgenological examinations. In 
the authors’ opinion, however, the condition is not 
rare but has been frequently overlooked. On the 
basis of their origin, Richards has classified these 
hernia as follows: 

1. True herniz (those with a hernial sac): (a) 
congenital (present at birth), (b) acquired (through 
a natural opening, usually the oesophagus), (c) those 
not occurring through a natural opening; traumatic 
or non-traumatic. 

2. False herniw (without a sac, 90 per cent of 
cases): (a) congenital, (b) acquired (all traumatic). 

3. Eventration of the diaphragm (not true hernia.) 

Diaphragmatic bernia is a protrusion of any of the 
abdominal viscera into the thoracic cavity through a 
congenital or an acquired opening in the diaphragm. 
The opening may be a normal one which has become 
enlarged, an artificial one formed by injury, or 
present abnormally as the result of impaired develop- 
ment. When the hernia has a sac it is a “true 
hernia,” and when it lacks a sac it is a “false hernia.” 
The sac consists of a layer of pleura or peritoneum or 
both. Both the true and the false type of hernia may 
be congenital or acquired. By far the most common 
type is the congenital false variety, which constitutes 
go per cent of diaphragmatic hernia of the con- 
genital type. The acquired false hernia are all 
traumatic. 

Lewald believes that whenever an abdominal 
viscus is found in the thoracic cavity the condition 
should be regarded as congenital unless there is over- 
whelming evidence that it has been acquired. False 
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herniz are believed to develop as the result of a de- 
fect in the diaphragm due to imperfect closure of 
the pleuroperitoneal membrane during fetal life. In 
cases of the true hernia, the arrest in the develop- 
ment of the diaphragm occurs at a later period when 
the muscle is still too weak to offer any resistance, 
but after the formation of the pleura and peritoneum. 
The latter are consequently involved in the resulting 
protrusion into the thorax, and make up the sac 
which establishes the true type of hernia. 

Lewald calls attention to a congenital anomaly 
that he terms “thoracic stomach.” ‘This is a stomach 
that develops above the diaphragm and is never 
found below it. In such cases, the X-ray shows that 
the oesophagus does not pass through the diaphragm 
and no other organs of the abdomen are ever found 
in the thorax. 

Any part of the diaphragm is susceptible to hernia- 
tion, especially any of the natural openings. A true 
hernia through the aortic opening or the quadri- 
lateral foramen which serves as the opening for the 
inferior vena cava has never been seen. The great 
majority of hernia occur through openings on the 
left side of the diaphragm (the ratio to those occur- 
ring on the right side being 12:1). They may be 
anterior, central, or posterior. ‘The cesophageal 
variety is the most common. Hernia occur more 
frequently on the left side of the diaphragm because 
the right side is protected by the liver below and the 
right lung above. 

Symptoms may be entirely absent. Probably the 
most constant symptom is pain, which is often of a 
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colicky nature, localized just above the ensiform or 
in the epigastrium, and comes on gradually and 
especially when the patient is lying down and at 
night. The pain may be so severe as to suggest 
biliary colic, and is apt to radiate through to the back 
and around to the shoulders. Tenderness is noted 
in the right upper quadrant or less frequently in the 
epigastrium. Regurgitation is frequent, especially 
when the patient is in the supine position. Excessive 
flatulence and belching often occur two or three 
hours after meals. Hamatemesis may result from 
inflammation of the part of the stomach wall that is 
involved in the opening. Dyspnoea and palpitation 
occur in elderly persons and especially those with 
associated myocardial disease, cardiac hypertrophy, 
and aortitis. 

Physical signs may be absent. Asymmetry of the 
chest may be observed. 

The diagnosis is made by the roentgenologist. 
Observations should always be made in the hori- 
zontal position. It appears that these hernia are 
frequently overlooked because the fundus is not 
filled and the patient’s position is not changed. The 
length of the cesophagus may be determined by ceso- 
phagoscopy. 

The danger of strangulation, even if not great, is 
always present. This complication greatly increases 
the mortality of operation. 

The only treatment for diaphragmatic hernia is 
surgical. Most surgeons prefer laparotomy despite 
the fact that the dangers of thoracotomy have been 
reduced to the minimum. Morris H. Kaun, M.D. 





vr Fe "oe 


— ar a ee 


4 





GYNECOLOGY 


UTERUS 


Westermark, H.: Exploration of an Interpositioned 
Uterus. Acta obst. et gynec. Scand., 1926, v, 435. 


Westermark had occasion to explore the interior 
of the uterus of a 58-year-old woman who, five years 
previously, had had an interposition operation for 
prolapse and complained of a persistent discharge 
with occasional bleeding. There was no change in 
the appearance of the cervix. Exploration was done 
because of the suspicion of cancer. On account of the 
extreme anteflexion of the body of the uterus it was 
impossible to enter it through the cervical canal. 
Therefore the fundus was approached through the 
anterior vaginal wall. The uterus was laid open and 
the interior explored with the finger. In the mucous 
membrane of the fundus a small fibroid about the 
size of a bean was found. This was enucleated. 
Recovery followed. Harry W. Fink, M.D. 


Lynch, F. W.: The Problem of Prolapse in Young 
Women with Cystocele and Rectocele. Culi- 
fornia & West. Med., 1926, xxv, 477. 

Prolapse and hernia of the rectal and bladder 
walls necessitate extensive mutilating operations 
unless they are corrected in their early stages. 
Cervical eversions should be cleared up with the 
cautery and displacements of the uterus corrected. 

By careful postnatal care many patients can be 
saved from late extensive operations. 

While it is advisable to restrict the number of 
repair operations on women in the child-bearing 
period, a good repair should withstand the strain of 
subsequent labor. The author has even done a 
secondary repair immediately after labor when the 
condition of the patient has been good. 

In prolapse, the correction of the rectocele and 
cystocele should be followed by a well-selected round 
ligament suspension operation. The various types 
are described. I. Epwarp Bisukow, M.D. 


Bérjeson, C.: A Contribution on the Late Results 
of the Neugebauer-LeFort Operation for Pro- 
lapse (Beitrag zur Kenntnis der Spaetergebnisse der 
Neugebauer-LeFort’schen Prolapsoperation). Acta 
obst. et gynec. Scand., 1926, v, 235. 

Following a review of the development and results 
of operations for prolapse by the Neugebauer-LeFort 
method, the author reports thirty-one cases from 
the Women’s Clinic of Lund. The operative tech- 
nique is described. Except for one death from pul- 
monary embolism and one recurrence, the results 
were good. 

The indications for operation are discussed and 
the method is compared with other operations for pro- 
lapse. The Neugebauer-LeFort procedure is especi- 
ally adapted to the treatment of elderly women. 


Cronberg, N. E.: On Local Anzsthesia for Pro- 
lapsus Operations. Aclu obst. et gynec. Scand., 
1926, Vv, 201. 


Cronberg describes the technique employed for 
many years at the Women’s Clinic in Lund in the 
induction of regional anesthesia for operations for 
prolapse, and gives a summary of the results in about 
100 cases. 

The method has distinct advantages as it is 
simple, gives a satisfactory anesthesia for a sufficient 
length of time, does not lead to any complications, 
and can be used for patients of any age. 


Spalding, A. B.: Hamostasis in Vaginal Hysterec- 
tomy for Procidentia. Am. J. Obst. & Gynec., 
1926, xl, 655. 

Of a series*of 603 patients with various types of 
pelvic prolapse, ninety were treated by complete 
vaginal hysterectomy. Experiences with this oper- 
ation have demonstrated the need for wide dis- 
section of the pelvic fascia to close the hernial open- 
ing and decrease the danger of recurrence. As the 
pelvic fascia is developed around the ureters, the 
nerves, and especially the pelvic vessels, a special 
technique is necessary to guard against postoperative 
haemorrhage. 

The particular point in the technique described by 
the author is the separate ligation and section of the 
vesico-uterine ligaments. 

Bovee secures hemostasis by making a T-shaped 
incision in front of the cervix in the anterior vaginal 
wall and not separating back far enough on either 
side to involve the uterovesical ligaments, but carry- 
ing the incision as near the pubic region as necessary. 
He then applies a broad clamp to include the fallo- 
pian tube, the ovarian ligament, the entire broad 
ligament, and the uterosacral and uterovesical liga- 
ments. 

The two sides are then brought together by a 
sewing machine lock-stitch so that every part of 
one side is approximated to the other side. Both 
lateral stumps are included in the body of this 
suture material. The upper part of the suture line 
is then brought forward and sutured at the juncture 
of the urethra with the bladder. On either side in 
this broad ligament shelf that has been constructed 
two sutures are placed to secure it anteriorly. 

In the discussion of this report, FRANK said that 
he does not do a vaginal hysterectomy for prolapse 
because preservation of the uterus facilitates the 
work of the surgeon in the event a recurrence 
develops. 

In 180 cases of repair done in the period from 1925 
to date there were fifty-six cases of prolapse in which 
forty-two ventral fixations and five Alexander 
operations were performed. The fact that a recur- 
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rence of the rectocele or the cystocele follows every 
procedure in a certain number of cases shows that 
no technique is as yet perfect. 

Warp stated that he puts a ligature at the base 
of the uteropubic fascial ligaments to control the 
bleeding. The Spalding operation forms a proper 
pelvic floor and takes care of the rectum by lifting 
it up. 

RAwL reported that his method of dealing with 
prolapse consists in an anatomical repair in women 
in the child-bearing period, a vaginal hysterectomy 
and anatomical repair in women in the early meno- 
pause, and a Watkins interposition in elderly women 
or those not physically suited to extensive dissection. 

I. L. Corner, M.D. 


Miller, C. J.: Chronic Endocervicitis. J. Am. M. 
Ass., 1926, Ixxxvii, 1695. 

Matthews, H. B.: The Electric Cautery Versus the 
Sturmdorf Operation. J. Am. M. Ass., 1926, 
Ixxxvii, 1802. 

Culbertson, C.: Erosion of the Cervix Uteri. J. Am. 
M. Ass., 1926, Ixxxvii, 1808. 

Gellhorn, G.: Syphilis of the Cervix. J. Am. M. 
Ass., 1926, Ixxxvii, 1812. 

Corbus, B. C., and O’Conor, V. J.: Diathermy in 
the Treatment of Gonorrhoeal Endocervicitis. 
J. Am. M. Ass., 1926, Ixxxvii, 1816. 


MILLER states that successful treatment of chronic 
endocervicitis must be based on the structure, func- 
tion, and pathological changes of the cervix. Be- 
cause of its complicated structure and frequent 
exposure to trauma and external infection, the 
cervix is a favorable medium for the growth 
of bacteria. Its lymphatic system furnishes an 
ideal route for the upward extension of local 
infection 

Specific infection, laceration of the external os from 
childbirth, and prolonged constipation are etiological 
factors in endocervicitis. The predisposing causes 
are anemia, tuberculosis, or any condition lowering 
the patient’s resistance. The bacterium most com- 
monly associated with endocervicitis is the, gonococ- 
cus. This is sometimes dificult to isolate because of 
its tendency to burrow deep into the cervical tissues 
and remain inactive for years. Next in order of 
frequency are the streptococcus, staphylococcus, and 
colon bacillus. 

The cetvical mucosa appears red, swollen, and 
everted. The so-called erosion is not an ulceration, 
but merely new cell formation. The symptoms are 
a leucorrhceal discharge and menstrual derangements 
and, frequently, sterility. As the leucorrhoeal dis- 
charge and gross cervical picture are pathognomonic, 
the diagnosis is usually not difficult. ‘Tuberculosis 
and syphilis of the cervix may be excluded by the 
history and the general physical and laboratory 
examinations. The cervix is a frequent focus of 
systemic infection. 

MATTHEWS reviews the various types of cautery 
operations, including those consisting of a few linear 
cervical incisions for superficial and moderately 
extensive infections, crucial cervical incisions, and 


the “‘coning out” process for deep infections. The 
Sturmdorf enucleation is described in detail. 

Cauterization is primarily a prophylactic measure, 
most successful in superficial cervical infection and 
the destruction of intected cervical mucosa after the 
menopause or preceding supracervical hysterectomy 
when further menstruation is impossible. The 
Sturmdorf method is best suited for cases with deeply 
disseminated intection of long standing with cystic 
changes occurring during menstrual life in which 
extensive cauterization would interfere with subse- 
quent labor. 

CULBERTSON describes the various types of cervical 
erosions and their relation to benign and malignant 
disease. Erosions are the direct result of excessive 
discharge although a leucorrhoea may be present 
without the formation of an erosion as is common in 
the virgin with a retroverted uterus and in the 
occasional case of profuse discharge in pregnancy. 
Curtis has stated that when the cervical discharge 
becomes alkaline or strongly acid an irritating factor 
is to be assumed. The cylindrical epithelial cells 
proliferate in this medium, resulting in the develop- 
ment of the simple erosion followed by the papillary 
formation. Thus the sequence is infection, inflamma- 
tion, leucorrheea, papillary and follicular erosion, 
and atypical cell formation. 

GELLHORN holds that syphilis of the cervix occurs 
more frequently than is generally assumed and may 
be manifested in any of the three stages of the dis- 
ease. The primary lesion may rapidly heal or become 
a typical erosion. During this stage there are no 
symptoms and the condition may be readily over- 
looked. The histological picture is that of any 
inflammatory process, but the spirochta pallida is 
found. In the secondary stage, syphilis manifests 
itself on the cervix in the form of macules, papules, 
and ulcers, and the Wassermann reaction is strongly 
positive. Secondary ulcers are characteristic, pre- 
senting a whitish-yellow discoloration and red or pink 
areas. Bleeding may occur in these ulcerations. 
Tertiary lesions appear as gummata or gummatous 
ulcers giving rise to bleeding and a discharge which 
make it difficult to differentiate the lesion from 
carcinoma. Microscopic examinations are some - 
times useless if the lesion is in a necrotic stage. In 
such cases anti-syphilis treatment should be giver 
for differention. 

The cervical secretions contain spirochetes in th 
presence of a local and hidden lesion. Dystocia du 
ing delivery is often caused by syphilitic lesious « 
the cervix. Syphilitic lesions of the cervix predispos: 
to cancer. Erosion, soft chancre, tuberculou 
ulcer, gonorrhoea, and carcinoma must be differ- 
entiated. 

Corpus and O’Conor state the 
diathermy for gonorrhceal endocerviciti 
destruction of the deep organisms \ 


nccessful 
“ands Ga 
* injurv 


to the endocervical canal. Local a 10NS 

bactericides and caustic protein coagula..cs are use 
less, while douches, tampons, and vaccines are only 
adjuncts in the treatment. Diathermy has the effec: 
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of regulated, deep, localized heat on metabolism and 
the specific action of heat on the gonococcus. 
Endocervical diathermy is contra-indicated in 
pregnancy and acute stages of infection. Successful 
results depend upon the use of a high frequency 
machine, and a proper technique and time of applica- 
tion of the heat radiation. The authors describe in 
detail their method of conveying the radiation to 
the parts invaded. Macnus P. Urnes, M.D. 


Polak, J. O.: How Pathology of Fibroid Tumors of 
the Uterus Will Determine the Selection of 
Radium or Operation in Their Treatment. 
Am. J. Obst. & Gynec., 1926, xii, 781. 

Many fibroids need no treatment as they cause no 
symptoms and do not grow for long periods of time, 
but all women with fibroid tumors should be under 
observation, reporting for examination at definite 
intervals. Fibroids demand treatment for: (1) the 
control of haemorrhage, (2) the relief of pressure, and 
(3) rapid or progressive growth, torsion, or degenera- 
tive changes. Bleeding may always be controlled by 
rest, packing, and X-ray or radium _ irradiation. 
Drugs have little effect. The curette, aside from its 
diagnostic value, has no place in the treatment of 
hemorrhage caused by a fibroid. Radium may be 
used for the control of haemorrhage in tumors within 
the confines of the uterus if the tumor is not larger 
than a three months’ pregnancy and is without 
adnexal growth or parametrial or peritoneal lesions. 

Before any woman is subjected to X-ray or radium 
therapy, she should be examined under anesthesia to 
determine the exact relation and location of the 
tumor mass or masses, and a diagnostic curettage 
should be made to exclude malignancy. All scrapings 
should be submitted to a pathologist. 

The following types of tumors require operation: 
(1) tumors larger than a three months’ pregnancy, 
(2) tumors with a rapid growth suggesting progres- 
sive changes, (3) tumors producing pressure symp- 
toms, (4) tumors associated with pelvic pain, (5) 
pedunculated tumors, in which radium only increases 
the necrosis, (6) tumors with pathological changes in 
the adnexa, (7) tumors with associated secondary 
enwemia (cachectic appearance) in which the uterine 
hemorrhage has not been suflicient to account for 
the degree of anamia, (8) tumors in young women, 

)) multiple submucous tumors distorting the uterine 
‘avity (radium in these cases is likely to produce 
pyometra), (10) tumors which cannot be definitely 
‘differentiated, (11) tumors in women who fear 
cadium. 

In such cases myomectomy or hysterectomy 
should be done. kX. L. Cornett, M.D. 


Masson. }.: Myomectomy, Hysterectomy and 
, Re rapy in Fibromyoma of the Uterus. 
P oe " Ass., 1926, Ixxxvii, 1530. 


In t. ‘tment of uterine fibromyomata, the 
size of tu. .umors, the symptoms, and the patient’s 
general condition and age must be taken into con- 
‘sideration. - During the child-bearing period, the 
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ideal operation is myomectomy. There is no contra- 
indication to opening the lumen of the uterus. If 
the patient is more than 4o years of age, total 
abdominal hysterectomy or radium irradiation is 
often advisable, the choice of procedure depending 
upon the size and situation of the tumor or tumors, 
the symptoms, the presence of adnexal disease or 
other indications for opening the abdomen, and the 
surgical risk. Total or subtotal abdominal hyster- 
ectomy is indicated when there are complications and 
when the tumors are large. Occasionally, vaginal 
myomectomy or vaginal hysterectomy is advisable. 


Essen-M6ller, E.: A Short Account of the Prognosis 
and Treatment of the Vesicular Mole. Acta 
obst. et gynec. Scand., 1926, v, 412. 


Of fifty vesicular moles seen in one clinic, eight 
(16 per cent) were chorionepitheliomata or destruc- 
tive moles. Twenty-two (44 per cent) of the women 
had reached the age of 40 years, and eighteen (36 
per cent) had reached the age of 45 years. Five of 
the eight women with malignant vesicular moles 
were over 45 years of age. 

The author suggests amputation of the uterus in 
women over 45 years of age to prevent malignant 
degeneration in vesicular moles. 

Roanp S. Cron, M.D. 


Cordua, R.: The Morphology of Cervical Carcino- 
mata of the Uterus as a Basis for the Judgment 
of the Sensibility to Rays. Brit. J. Radiol., 1926, 
XXXi, 477. 

Cancer cells differ in their reaction to the X-rays. 
The basal cell epithelioma is the most sensitive, 
while carcinoma of the intestinal tract reacts poorly. 
Forty cases of cancer studied by the authors showed 
quite conclusively that the prognosis offered by 
irradiation is more favorable in the more differen- 
tiated forms of carcinoma than in the less differen- 
tiated forms. Paut W. Sweet, M.D. 


Farrar, L. K. P.: The Reaction of the Tissues to 
Radium in the Treatment of Cancer of the 
Cervix, and the Importance of Lacerations in 
Producing Cancer in This Location. Surg., 
Gynec. & Obst., 1926, xliii, 719. 

In the Woman’s Hospital of New York all ward 
patients treated for carcinoma of the cervix of the 
uterus are urged to return once a month for five years 
for observation. Feret, the medical artist, made a 
series of water-color paintings to show the various 
stages of reaction following radium treatment of the 
cervix. Five stages are recognized. 

The stage of hyperamia shows a cervix intensely 
red. This stage is reached usually about one week 
after the irradiation. 

The stage of slough is characterized by a green foul 
slough resulting from disintegrating carcinoma. ‘This 
stage is usually present one month after treatment. 

The stage of healing is ordinarily in evidence two 
months after the treatment. ‘The cervix has a clear, 
smooth, dusky red surface. 
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The stage of contraction is reached from three to 
four months after the irradiation and shows connec- 
tive tissue contraction and distortion of the cervix. 

The stage of marked contraction is found some 
time later when the stage of quiescence and final con- 
traction has been reached. ‘The cervix is often 
unrecognizable. At this time stock is taken of the 
results of the radium treatment of the lesion. 

The author urges the eradication of cervical de- 
fects due to trauma or infection. Less than 5 per 
cent of carcinomata of the cervix occur in nulliparous 
women. ‘The Emmet trachelorrhaphy is urged for 
the repair of cervical lacerations. 

A. James LARKIN, M.D. 


Bonney, V.: The Outcome of 214 Radical Abdominal 
Operations for Carcinoma of the Cervix Per- 
formed Five or More Years Ago. Proc. Roy. Soc. 
Med., Lond., 1926, xx, 120. 


The author performed Wertheim’s operation for 
carcinoma of the cervix in 214 of 340 unselected 
cases. In nearly every instance he removed the 
glands and cellular tissue occupying the obturator 
fossw as well as the glands lying along the iliac veins 
and all, or practically all, of the vaginal canal. 

The only bars to the accomplishment of the opera- 
tion that he has recognized are extensive involve- 
ment of the bladder or intestine or involvement of 
the ureters causing bilateral hydro-ureter. 

Thirty-four of the 214 patients died from the 
operation, eighty-two died from recurrence, five died 
from other disease, eight were lost sight of, and 
eighty-five were free from recurrence after five years. 

Joseru K. Narat, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Werner, P.: Further Observations on ‘Roentgen 
Children”’ (Weitere Beobachtungen an “Roentgen- 
kindern”’). Arch. f. Gynaek., 1926, Cxxix, 157. 


This is a report concerning twenty-two children 
born of women who had undergone irradiation of 
the ovaries before becoming pregnant. ‘Tht distinct 
under-development of these children, the fact that 
a large percentage of them died in the first years of 
life, their marked susceptibility to disease, and the 
relatively large number of malformations they pre- 
sented demonstrate that irradiation of the ovaries 
may be very dangerous for children born subsequent- 
ly and that the irradiation of women in the child- 
bearing age must be done with the greatest con- 
servatism. The already generally well-known possi- 
bility of injury to the fetus in irradiation during 
pregnancy is shown by the report of a case of 
mongolism with microcephalus. WERNER (G). 


Von Mikulicz-Radecki, F.: Experimental Investi- 
gations on Tubal Movements (Expcrimentelle 
Untersuchungen ueber Tubenbewegungen). Arch. 
f. Gynack., 1926, cxxviii, 318. 


In the investigation of the migration of the ovum 
the cilia theory has given place to the theory of 


tubal peristalsis. The theory of tubal peristalsis 
dates back to 1800, when such muscle contractions 
were observed in the human being and in animals 
by several investigators. Studies of the contractions 
of the tubes of animals have been made by Kehrer 
and American investigators on living specimens. 
The author has studied both the nature of the 
contractions and the fluctuations which occur during 
pregnancy and pathological conditions. As he was 
unable to obtain any findings of value from roent- 
genographic studies of tubal motion in rabbits, he 
studied living human tubes by Kehrer’s methods. 

Longitudinal muscle: At the beginning of the study 
the normal human tube contracted in a rhythm of 
10-45 seconds, independent of the menstrual cycle, 
the stage of gestation, or puberty, but in the further 
course of the study there was a change in the type 
and rhythm of the contractions in the different 
menstrual periods and, of course, individual varia- 
tions. Senile tubes and those of women with intra- 
uterine pregnancy showed regularity of contraction 
and rhythm, but soon became fatigued. Inflamed 
tubes and those with a tubal pregnancy showed a 
quite different behavior of the spontaneous move- 
ments. The behavior was different also in tubes with 
extension of inflammation to the musculature. 

Circular muscle: The most distinct movement 
was noted in the ampullar portion of the tube be- 
cause of its relatively large lumen. The rate in all 
cases averaged 10-30 seconds.  Pathologically 
changed tubes showed only very slight or no con- 
tractions. The most marked contractions occurred 
in the tubes of menstruating women and_ those 
with an undisturbed tubal pregnancy. 

It is possible that the longitudinal and circular 
musculature contract spontaneously, but observa- 
tion of peristalsis is impossible on account of the 
serosal covering. 

The author’s investigations on the tubes of rabbits 
in silu consisted in visual observations controlled 
by records of Garten’s photokymograph. In all of 
seventeen instances in which the tubes were exposed 
in studies made on twelve rabbits under urethane 
anwsthesia, more or less intense contractions were 
observed. The contractions always began at defi- 
nite points. The rhythm of the contractions aver- 
aged 5~30 seconds. The rhythm was slower during 
pregnancy. The direction of the contractions could 
not be determined readily. About three or four 
tubal contractions were noted to one uterine con- 
traction. It appeared that a tubal contraction al- 
ways preceded a uterine contraction, an observation 
which may indicate that the tubal contraction is 
carried over into the uterus. However, the uterus 
has an automatism of its own. 

With regard to the importance of the tubal con- 
tractions, the author agrees with Fraenkel that the 
contractions of the circular muscles form, as it were, 
fixed points for the longitudinal muscles to grasp 
and thereby move the tubal contents. If, as has 
not yet -been established, the spontaneous con- 
tractions in the human tube correspond to the move- 
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ments of the rabbit’s tube, it is evident that the 
human tube has at all times the ability to transport 
the ovum toward the uterus without any stimulus 
from the ovum. Corpua (G). 


Randall, L. M.: Some Aspects of Tubal Inflation. 
Med. Clin. N. Am., 19206, x, 689. 

Tubal inflation is a useful diagnostic measure. 
Its therapeutic value is slight. Since endometrium 
may be transplanted to the peritoneal cavity during 
the test, the procedure is best carried out midway 
between menstrual periods. 

The rate of gas flow must be slow enough to re- 
duce spasm of the uterine muscle to the minimum. 
This spasm has a direct bearing on the result of the 
inflation. It can be obviated by very gradually in- 
creasing the intra-uterine pressure and by preceding 
the test by the use of belladonna. 

Roentgenograms following inflation give little 
additional information. In Randall’s experience, 
200 c.cm. of carbon dioxide injected through patent 
tubes into the peritoneal cavity always produces the 
characteristic shoulder pain. Roentgenograms made 
following the injection of lipiodol into the cavity of 
the uterus and tubes are a valuable aid in the diag- 
nosis of sterility in women. 


Unterberger, F.: Normal Delivery After Implan- 
tation of the Tubes (Normaler Partus nach 
Tubenimplantation). Monatsschr. f. Geburtsh. u. 
Gynaek., 1926, xxiii, 1. 

The author describes the technique of tube im- 
plantation which he has performed in four cases. 
Primary healing occurred in all. One of the author’s 
patients, a young woman 25 years old who had been 
sterile throughout the eleven years since her mar- 
riage, became pregnant soon after the operation. 
Operation revealed a bilateral salpingitis isthmica 
nodosa but the ostia of the tubes were open. The 
right tube was implanted. The course of the preg- 
nancy was normal. ‘Toward the end of labor forceps 
were used because the fetal heart tones were becom- 
ing weaker. The child was in excellent condition 
and weighed 7!4 lbs. The puerperium was normal. 

This case proves that the small scar at the fundus 
is well able to withstand the increased intra-uterine 
pressure of the gravid uterus and in no way in- 
fluences the labor contractions. 

The hydrosalpinx is less suitable for implantation 
because its relaxed wall can be easily compressed 
and may become adherent. 

The chief indications for the operation are affec- 
tions in the isthmic portion of the tubes. When no 
portions of the fallopian tubes are suitable for im- 
plantation, the implantation of ovarian tissue within 
the uterine cavity may be considered. 

The author reports also another case of tubal im- 
plantation. Von Wetnztert (G). 


EXTERNAL GENITALIA 


McGlinn, J. A.: The Treatment of Granuloma 
Inguinale of the Vulva with Tartar Emetic. 
Am. J. Obst. & Gynec., 1926, xii, 665. 


Abel of the Johns Hopkins University has pre- 
pared two antimonials, sodium antimony thiogly- 
collate and a new synthetic compound, the triamide 
of thioglycollic acid. Inguinal granuloma is endemic 
in northern latitudes and should be suspected in 
any vulvar lesion which resists ordinary treatment. 
Antimony is a specific for this disease. As the 
lesions have a tendency to recur, ten intravenous 
injections should be given after complete healing 
has occurred. E. L. Connect, M.D. 


MISCELLANEOUS 


Lynch, F. W.: The Frequency and Meaning of 
Backache in Gynecology. 1m. J. Obst. & Gynec., 
1920, XH, 719. 

Sacral or sacrolumbar backache was a complaint 
in 49 per cent of 1,041 women who came to gyneco- 
logical operation. 

It was present in 15 per cent of the 28 cases of 
ovarian tumor; 34 per cent of the ror cases of 
fibroids; 49 per cent of the 434 cases of pelvic in- 
flammatory disease that came to abdominal oper- 
ation; 61 per cent of the 290 cases of retrodisplace- 
ment (in most of these the retrodisplacement was 
combined with descent, cervical injuries, and 
vaginal relaxation); 71 per cent of the 125 cases of 
marked vaginal relaxation in women under 40 years 
of age; and 22 per cent of the sixty-three cases of 
complete prolapse. 

The backache may be ascribed to the gynecological 
condition because it remained cured for periods 
ranging from one to eight years in 76.5 per cent of 
the 510 cases in which it was a pre-operative 
symptom. 

Of the cases in which backache was present be- 
fore the operation, it was cured in 50 per cent of 
those of ovarian tumor; 72 per cent of those of 
chronic pelvic inflammation; 79 per cent of those 
of relaxed vaginal outlet in women under 40 years 
of age; 80 per cent of those of fibroids; 81 per cent of 
those of retroversion and flexion; and 37 per cent of 
those of complete procidentia. 

Backache in gynecological conditions is due chief- 
ly to pelvic congestion. Comparatively slight de- 
fects in posture may favor its development. In from 
16.5 per cent to 23.5 per cent of the total number of 
cases the backache was due to an orthopedic condition. 

KING stated that the Smith pessary is one of the 
most valuable single contributions ever made to 
gynecology. A backache which is not relieved by a 
properly adjusted pessary will seldom be helped by 
surgery. BE. L. Cornett, M.D. 
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PREGNANCY AND ITS COMPLICATIONS 


Ask-Upmark, M. E.: Is the Corpus Luteum Neces- 
sary for the Physiological Accomplishment of 
Pregnancy in the Human Being? Acla obst. et 
gynec. Scand., 1920, v, 211. 


On the basis of cases reported in the literature, 
the author discusses l'raenkel’s hypothesis concern- 
ing the importance of the corpus luteum for the 
maintenance of pregnancy during the first two 
months. He arrives at the conclusion that even if 
this hypothesis is proved correct in the case of 
rabbits there is no clear evidence that it applies to 
human beings. On the contrary, there are numerous 
cases which indicate that it does not apply to women. 


Gammeltoft, S. A., and Nyeborg, O.: The Im- 
portance of Antenatal Care. Acta obst. et gynec. 
Scand., 1926, v, 363, 380. 


GAMMELTOFT discusses maternal mortality in 
relation to antenatal care. In the Lying-In Depart- 
ment A of the Rigshospital in Copenhagen, Den- 
mark, during the period from 1917 to 1925 there were 
14,033 confinements. One hundred and twenty-one 
of the women died. The causes of death are tabu- 
lated. ‘Twenty-nine of the deaths were due to inter- 
current diseases. Gammeltoft believes that in 
numerous cases an examination and treatment 
during pregnancy would have improved the prog- 
nosis. Krom a review of the figures only, he con- 
cludes that in thirty-nine of the r2r fatal cases 
prophylactic treatment would probably have pre- 
vented the fatality. 

N YEBORG reports upon results obtained in the ante- 
natal clinic and the department for the treatment of 
diseases associated with pregnancy. He first gives 
a brief review of the history of antenatal care in 
Denmark from 1849, when women who desired to 
be delivered in a maternity hospital entered the 
hospital for examination six weeks before delivery, 
up to the establishment of a department for the 
treatment of diseases associated with pregnancy in 
1910, an antenatal clinic in 1921, and the Mother’s 
Help Society in 1924. The last-mentioned is a 
private society subsidized by the State and formed 
by the union of two societies with similar objects 
which had been in existence for twenty years. 

The most important pathological conditions in 
pregnant women examined during the period from 
1922 to 1924 are reviewed. These included anomalies 
of the pelvis, nephritis, hyperemesis, cardiopathies, 
pulmonary tuberculosis, and syphilis. Only a few of 
the most interesting cases are reported in detail. 
Pathological conditions were found in 267 of 1,141 
women examined in the department for the treat- 
ment ol diseases associated with pregnancy and in 


419 of 1,850 women examined in the antenatal clinic 
The results as regards both the mother and the 
child are so good that they cannot be considered a 
statistical coincidence but must be a consequence of 
the antenatal care. 


Williams, J. W.: Note on Placentation in Quadru- 
plet and Triplet Pregnancy. Bull. Johns Hopkins 
Hosp., Balt., 1920, Xxxix, 271. 


Quadruplets are born approximately once in a 
half million labors. The author describes the placen- 
tal relations in such a case and in six cases of triplet 
pregnancy. 

Single ovum twins are enclosed within a single 
chorion and each twin is surrounded by an individual 
amnion. Twenty-four per cent of 280 cases of twin 
pregnancy studied by the author were of the single 
ovum type. 

In the case of quadruplets reported by Williams 
the third child was extruded attached to its own 
placenta. The placenta was of normal consistency. 
The first two children and the last child were at- 
tached to one large fused placenta. Each partition 
wall consisted of four layers, two chorions and two 
amnions giving evidence that the quadruplets had 
originated from four separate ova. 

Triplet pregnancy may arise from the fertilization 
of three or two ova or one ovum. In all but the last 
event the placental relations may present several 
variations. ‘The latter are described in detail. 

Macnus P. Urnrs, M.D. 


Lundquist, B.: An Unusual Twin Abortion: 
Superfetation? Actu obst. et gynec. Scand., 1927, 
V, 430. 

The author records a case of abortion in a woman 
40 years of age who had had seven children and one 
miscarriage. Her youngest child was 8 months old. 
Lundquist saw her on Feb. 28, 1925. Her last 
menstruation had occurred November, 1924, and 
she became pregnant at that time. The fetus, which 
had been born, measured 17 cm. It showed no signs 
of maceration. It had evidently died immediately 
before or at the time of delivery. Among the clots 
that were recovered on expulsion of the placenta 
there was a small thin-walled sac about the size of a 
plum which contained a fetus 9 cm. long. This fetus 
appeared quite normal. It had rudimentary arms 
and legs and its eyes were represented by two black 
points. Microscopically it showed quite evident 
signs of hamolysis. The age of the large fetus was 
estimated at 4 months, and that of the small one at 
about 1 month. The small one had been dead for 
some time. 

The author reports this as a case of superfe- 
tation. Harry W. Fink, M.D. 
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Belding, D. L.: The Effect of Treatment of the 
Syphilitic Pregnant Woman upon the Incidence 
of Congenital Syphilis. Am. J. Obst. & Gynec., 
1926, xii, 839. 

The author presents a statistical survey of 190 
women with positive Wassermann reactions, of 
whom forty had received treatment during gestation. 

These somewhat meager statistics indicate that a 
large proportion of the children born of untreated 
syphilitic women never develop syphilis. The trans- 
mission of congenital syphilis depends upon the type 
and duration of the disease in the untreated mother, 
her resistance, and, to a limited extent, the element 
of chance. At least some of the excellent results 
attributed to anti-syphilis treatment in the literature 
would have been obtained without treatment. 

In recent active syphilis, treatment is necessary 
to prevent infection of the child. In old or obscure 
syphilis there is always the possibility of transmission 
and therefore it is essential that treatment be given 
every pregnant woman with a diagnosis of syphilis. 
The treatment of the pregnant woman should be 
begun early and continued up to the time of delivery. 

In a survey of the children of untreated women 
who had a positive Wassermann reaction during 
pregnancy it was found that the majority of these 
children showed no evidence of early congenital 
syphilis. Of the conceptions of 150 serum-positive 
women who received no treatment during pregnancy, 
61.3 per cent resulted in a living, apparently non- 
syphilitic child. Of those of eighty-seven women 
who showed evidence of clinical syphilis, 42.2 per 
cent, and of those of sixty-three women who had 
only a serum-positive syphilis, 87.4 per cent, resulted 
in a living, apparently non-syphilitic child. Women 
who showed no clinical evidence of syphilis and who 
had had the disease over five years seldom gave birth 
to a syphilitic child. 

A group of forty women who resembled most 
closely the eighty-seven untreated women with 
clinical syphilis in respect to the previous effect of 
the disease received anti-syphilis treatment during 
the gestation period. Living, apparently non- 
syphilitic children resulted from 67.5 per cent of the 
conceptions. The most striking evidence of the 
efiect of treatment was the lowering of the fetal 
death rate. 

In the discussion of this report KoLMER stated 
that the thorough and proper treatment of the 
syphilitic woman during pregnancy has proved to be 
an efficient, sensible, and practical method for pre- 
venting prenatal infection of the unborn, particularly 
if the woman has been infected within five years of 
her pregnancy. If her syphilitic infection is of longer 
duration, she may give birth to a non-syphilitic child 
provided nothing has occurred during her pregnancy 
to stir up the latent infection. 

It is now quite well established that pregnancy 
results in an increase of immunity to syphilis, but 
the disease may be nevertheless present. Kolmer 
believes that the mother of a syphilitic child should 
always receive appropriate treatment for the disease. 


KLAUDER said that the transmission of syphilis is a 
matter of vital importance to the obstetrician and it 
is incumbent upon him to become a syphilologist in 
order to be familiar with the clinical manifestations 
of syphilis and the ever-changing therapy of the 
disease. 

In recently infected women, conception should be 
delayed until treatment renders the Wassermann 
reaction negative. 

In many cases bismuth is better suited for the use 
of the obstetrician than the arsenicals. 

KE. L. CorNELL, M.D. 


Bell, J. W.: Postmortem Findings in Ten Cases of 
Toxemia of Pregnancy. Am. J. Obst. & Gynec., 
1920, Xl, 792. 

This article is based on ten cases of toxemia in 
which the condition developed during the last four 
months of pregnancy. Five of the women had con- 
vulsions. The majority had been ill for from a few 
days to a few months. Jaundice was noted at only 
one autopsy. 

The diaphragm was found on the right side be- 
tween the third rib and the fourth interspace and on 
the left side between the fourth rib and the sixth 
interspace. In one case its lower surface was covered 
by a subperitoneal hamorrhage. In three cases 
there were small amounts of fluid in the abdomen. 
In half of the cases, from 50 to 700 c.cm. of fluid was 
found in one pleural cavity. In two cases the fluid 
was clear, in two others it was bloody, and in one 
case it was purulent. 

In half of the group with exudate, lung lesions 
ranging from passive congestion to solid nodules 
could be demonstrated. Microscopic examination of 
these lungs revealed oedema, chronic passive con- 
gestion, bronchitis, early bronchopneumonia, haemor- 
rhage, and abscess. 

The average weight of seven hearts was 325 gm. 
The individual weights ranged from 260 to 500 gm. 
The largest heart was that of a woman who weighed 
about 130 lbs. In every case the pericardium con- 
tained from 3 to 50 c.cm. of fluid. In two cases it was 
blood stained, and in one case purulent. The myo- 
cardium was normal in consistency in most cases 
but soft and flabby in a few. Nothing of importance 
was noted in the coronary arteries. ‘The aorta was 
recorded as showing nothing more than a few 
patches of sclerosis. 

The weight of the spleen in seven cases ranged 
from 90 to 200 gm. The average weight was 170 gm. 
In six cases the capsule was smooth or tense. Cor- 
puscles were visible in eight cases. ‘The color varied 
from pinkish gray to dark brown. 

The appendix was present in every case, and in no 
instance showed active acute inflammation. ‘The 
digestive tract showed no gross lesions. In two 
instances the stomach was found full of bile-stained 
fluid. No lesion was noted in the pancreas. There 
was no gross evidence of disease in the adrenals. 

The kidneys of eight patients ranged in weight 
from 120 to 220 gm. The capsule usually stripped 
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easily, leaving a smooth surface. The cortex was 
often swollen and pale. 

The liver weight ranged from 1,295 to 2,120 gm., 
with an average for eight cases of 1,751 gm. In these 
cases there was little agreement in the liver lesions. 
The latter included passive congestion, localized 
fatty infiltration, acute yellow atrophy, infarction, 
hemorrhagic necrosis, and cellular infiltration 
(chiefly of portal spaces). These findings indicate 
that the toxwmia of pregnancy is not dependent upon 
any one particular hepatic lesion. 

Kk. L. Corne ti, M.D. 


Persson, E.: Can Eclampsia Be Prevented by 
Systematic Treatment of Eclampsism? (Kann 
eine systematisch durchgefuehrte Behandlung des 
klampsismus der Eklampsie vorbeugen?) Acta 
obst. et gynec. Scand., 1926, v, 230. 


In agreement with the present tendency to regard 
eclampsia as a late symptom of a general toxemia of 
pregnancy, an eclampsism, the attempt has been 
made in Lund since 1906 to diagnose and combat 
the latter in its earliest stages. 

One of the first symptoms is albuminuria. The 
treatment is dietetic. In more advanced cases, 
resort is had to venesection and possibly abortion. 
The results of these measures have béen encouraging 
as the number of cases of eclampsia now seems to be 
in inverse ratio to the number of cases of eclampsism 
treated. 


Stander, IH. J.: Studies in Anzesthesia, Anoxzemia, 
Anhydremia, and Eclampsia, with Certain 
Deductions Concerning the Treatment of 
Eclampsia. Am. J. Obst. & Gynec., 1926, xii, 633. 


In studies on anesthesia, it was found that ether, 
chloroform, nitrous oxide, and ethylene produce 
changes in the blood constituents very similar to 
‘those seen in eclampsia. They cause also pronounced 
liver lesions and less marked changes in the kidneys. 
Their use in the treatment of eclampsia seems open 
to objection. 

Blood studies on anoxemia and eclampsia suggest 
that in the latter condition deficient oxidation may 
play a part. Peptone, albumose, and histamine 
produce a blood picture suggesting anhydraemia. 
Both chemical and pathological evidence indicates 
that any one of them may be an etiological factor 
in the causation of eclampsia. 

Peptone, albumose, and histamine produce de- 
gencrative liver lesions similar to those associated 
with vomiting of pregnancy, but as yet the author 
hesitates to assume that they play a rdéle in the 
causation of such vomiting. 

The fact that morphine raises the carbon-dioxide- 
combining power of the blood and does not damage 
the liver affords justification for the continuance of 
its use in the treatment of eclampsia. The chemical 
and pathological findings with magnesium sulphate 
speak against its use in eclampsia, but further work 
is necessary before a definite conclusion can be 
reached. 


Glucose employed alone or with insulin seems to 
be of value in certain cases of vomiting of pregnancy 
and eclampsia, but not in all. 

The author has found that in mild cases of 
eclampsia the use of a modified Stroganoff tech- 
nique has led to a marked reduction in the mortality. 
The treatment of severe cases is not yet satisfactory. 
It is a question whether prompt delivery under 
spinal anesthesia may not give better results than 
have been obtained heretofore. 

EK. L. Cornett, M.D. 


Hewitt, J.: The Clinical Condition of the Uterine 
Wall in Concealed Accidental Hzemorrhage. 
Edinburgh M.J., 1926, xxxiii, Edinburgh Obst. Soc., 
169. 

Cameron, S. J.: The Treatment of Concealed 
Accidental Hzmorrhage. Ldinburgh M.J., 1926, 
xxxill, Edinburgh Obst. Soc., 173. 


Hewirr states that the retention of blood in con- 
cealed hemorrhage has been attributed to numerous 
factors such as non-dilatation of the cervix, adhesion 
of the membranes around the os, and pressure of the 
presenting part on the lower uterine segment, but 
none of these theories is satisfactory. 

In Hewitt’s opinion the cause is a maintained and 
painful tetanic contraction of the uterus. Difficulty 
in palpating the fetal parts through the abdomen is 
due, not to rigidity of the abdominal wall or the 
intervention of blood clots and placenta between the 
examining fingers and the fetus, but to the tonic 
condition of the uterus. The membranes also are 
extremely tense, which is not the case in uterine 
inertia. 

The constant pain in concealed hemorrhage is due 
to the sustained spasm of the uterus rather than to 
any damage to the uterine tissue. During this 
tetanic phase labor cannot advance because of the 
unremitting cramp-like uterine contractions. 

CAMERON believes that the importance of shock 
as a cause of death during labor in cases of concealed 
hemorrhage has been greatly underestimated. He 
regards it as questionable whether death is ever due 
to the severity of the intra-uterine hemorrhage 
alone. 

The author rejects rupture of the membranes, the 
application of an abdominal binder, and packing of 
the vagina as means of arresting the flew of blood. 
He shows that no amount of pressure from below 
(principle of the Dublin pack) can control the 
hemorrhage from the free anastomosis of the uterine 
and ovarian arteries. 

The most successful method of overcoming the 
dangers of shock is the administration of morphine 
in sufficient quantity to maintain the patient in a 
state of somnolence. Upon her recovery from the 
shock, 0.5 ¢c.cm. pituitrin should be given every half 
hour until labor pains result. 

If rupture of the uterus is suspected, cesarean 
section followed by hysterectomy, if necessary, 
should be done immediately. 

Macnus P. Urnes, M.D. 
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Siddall, R. S., and Hartman, F. W.: Infarcts of the 
Placenta: A Study of 700 Consecutive Pla- 
centz. Am. J. Obst. & Gynec., 1926, xii, 683. 

So-called infarcts of the placenta are of four 
kinds, but are all composed largely of degenerated 
villi and elements from the maternal blood. In 
three types, the formation resembles an intravascular 
thrombosis and depends upon stasis of the maternal 
blood flow in the intervillous placental space and the 
presence of areas denuded in some way of their 
anticoagulative syncytial epithelium. ‘The fourth 
kind probably represents a simultaneous involve- 
ment of all the branches of a stem villus due to a 
disturbance in the fetoplacental circulation. 

Of 7oo carefully examined placentz which were 
delivered consecutively, infarcts of some kind were 
found in 67.7 per cent. ‘There seemed to be no re- 
lationship between their occurrence and the patient’s 
age or number of pregnancies. All types were more 
frequent in placente from cases of toxemia of 
pregnancy. ‘The presence of infarcts had little or no 
influence on the welfare of the child. 

I. L. Cornett, M.D. 


LABOR AND ITS COMPLICATIONS 


Jerlov, E.: Does the Stimulus for Labor Have Its 
Origin in the Fetus? (Geht die Reizung zur 
Entbindungsarbeit vom Fetus aus?) Acta obst. et 
gynec. Scand., 1926, v, 128. 


In a series of experiments the author found that 
blood taken from the umbilical cord immediately 
after parturition contains substances which promote 
the activity of the resected guinea-pig uterus to a 
greater extent than other blood, including that of 
the mother. 

The blood tested was immediately defibrinated 
and diluted with equal parts of Ringer’s solution. 
The uterus from a freshly killed guinea pig was then 
placed in this mixture which, during the experiment, 
was oxygenated and kept at a temperature of 39 
degrees C. The contractions of the uterus were 
registered by the usual method. 

In the author’s opinion the results of these experi- 
ments strongly indicate that under normal condi- 
tions the stimulus to labor has its origin in the fetus. 


Knaus, H.: Remarks on Temesvary’s Work on the 
Influence of Extract of Thymus on the Action 
of the Uterus and Its Practical Application in 
Obstetrics (Bemerkungen zur Temesvaryschen 
Arbeit ueber den Einfluss des Thymusextraktes auf 
die Uterustaetigkeit und dessen praktische An- 
wendung in der Geburtshilfe). Zentralbl. f. Gynaek., 
1926, |, 1304. 

Ina review of Temesvary’s work on the influence 
of thymus extract on the uterus the author found 
that certain important faciors were not given suffi- 
cient consideration by Temesvary. He criticises the 
fact that Temesvary’s curves do not have any scale 
denoting the time and that care was not taken to 
obtain the uteri for study from young guinea pigs 


which had never been subjected to sexual excite- 
ment. Temesvary failed also to take into considera- 
tion the ovarian cycle, a fact which explains why 
his findings were so inconstant. 

Because of the enormous doses of pituitrin he 
used (doses which were equivalent to 150 c.cm. of 
extract of hypophysis in the case of the human 
being), Temesvary came to the erroneous conclusion 
that pituitrin produces, not labor pains, but tetanic 
contractions. This is not the case when the proper 
dosage is employed. The relatively large quantities 
of 3 or 4.c.cm. of cool fluid added to that in which 
the uteri were suspended caused a marked thermic 
stimulation which also should not have been dis- 
regarded. On the whole it may be said that valuable 
results in a study of the hormones can be expected 
only when abnormal dosages are avoided. 

Binz (G). 


Deutschman, D.: Painless Childbirth by the 
Synergistic Method. Med. J. & Rec., 1926, exxiv, 
421. 

The author believes that with the rapid increase 
in the number of neurotic women, a by-product of 
modern civilization, the relief of the pain associated 
with childbirth has become more necessary. Of the 
numerous methods that have been tried there are 
at least two that fulfill all requirements. These are 
the Freiburg method or “twilight sleep” as used by 
Kronig and Gauss, and the synergistic method of 
Gwathmey. 

The technique of the Gwathmey method as used 
at the New York Lying-In Hospital is described in 
detail with several case reports illustrating the ab- 
solutely certain action of the method. 

Harvey B. Marruews, M.D. 


Kerr, J. M. Munro: The Technique of Caesarean 
Section with Special Reference to the Lower 
Uterine Segment Incision. Am. J. Obst. & Gynec., 
1926, xii, 729. ; 


In the classical cwsarean section the formation of 
a sound scar may be prevented by one or more of the 
following factors: 

1. The difficulty in securing complete asepsis be- 
cause of upward infection from the vagina. 

2. The state of degeneration of the uterine muscle 
fibers during the puerperium. 

3. Irregularity and puckering of the wound due 
to the irregular distribution of the sheets of muscle 
forming the uterine wall. 

4. The state of unrest of the uterus subsequent to 
the operation. 

5. The necessity of using ligatures not only as 
coaptors but also to produce hemostasis. 

6. The difficulty of suturing and approximating 
when the placenta is situated on the anterior 
wall. 

The author discusses the advantages of laparo- 
trachelotomy and describes his technique for this 
procedure in which a transverse incision is made in 
the lower uterine segment. 
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In aseries of 107 cases there were cighty-two clean 
cases with no deaths and twenty-five doubtful cases 
with four deaths. IX. L. Cornett, M.D. 


MISCELLANEOUS 


Bailey, H.: The Maternal and Infant Mortality in 
4,488 Cases in an Outdoor Clinic, 1922-1925. 
Am. J. Obst. & Gynec., 1926, xii, 817. 

With close control and adequate facilities a teach- 
ing service can be conducted with a considerably 
lower death rate than that generally prevalent in the 
community. In one outdoor clinic there was a reduc- 
tionof so percent below the figures for NewYork State. 
The still-birth and neonatal death rate of 5.2 per cent 
is more than 30 per cent lower than the figures for 
New York City. The author believes that these low 
figures are due to: (1) the transfer of the major 
operative cases to suitable hospitals as early in the 
labor as the complications become evident, and (2) 
the aseptic technique in the conduct of labor. 

In the clinic and the transferred cases there were 
twelve obstetrical deaths or one in 374 cases——a rate 
of 2.67 per 1,000 live births and still births. In the 
cases delivered in the clinic there were seven deaths 
or one in 641 cases, a rate of 1.56 per 1000 live births 
and still births. IX. LE. CorNELL, M.D. 


Kamniker, H.: Results with the Luettge-von 
Mertz Alcohol-Extract Reaction (Ergebnisse 
mit der A. . R. nach Luettge-v. Mertz). Zentralbl. 
f. Gynack., 1926, |, 2301. 

On the basis of 275 experiments with the alcohol- 
extract reaction of Luettge-von Mertz, the author 
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comes to the conclusion that, with the extracts in 
his possession, the prenatal diagnosis of the sex of 
the fetus cannot be made with sufficient accuracy 
for practical purposes but that the serological diag- 
nosis of pregnancy may be employed in clinical 
cases and should be further developed. 

The experiments reported were carried out with 
the latest modification of the alcohol extract reaction 
of Luettge-von Mertz, with 98.5 per cent alcohol 
(serum of the maternal blood incubated for twenty- 
four hours with fetal testicle as a substrate. If the 
fetus is a male this substrate will be attacked by the 
maternal serum and partially broken down into 
amino-acid-like split products. These products can 
be detected qualitatively by the ninhydrin test or 
quantitatively by the micro-Kjeldahl or the Soren- 
sen formol-titration method, or by means of the 
interferometer. (For a detailed description of the 
method see Muenchener medizinische W ochenschrift, 
1924, Ixxi, 998.) 

In experiments with carcinoma extract as the 
substrate the Freund-Kaminer assertion that women 
in the late stages of pregnancy react to carcinoma 
was substantiated. Ninety-four per cent of all 
pregnant women whose blood was tested with car- 
cinoma extract gave a positive reaction, a fact which 
speaks strongly against the specificity of the re- 
action. 

The pregnancy test was applied in 77.7 per cent 
of all cases of pregnancy and was correct in 91.5 
per cent. The strength of the reaction apparently 
became weaker with the advance of the pregnancy, 
a fact shown also by the interferometric method. 

Wotrr (G). 
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ADRENAL, KIDNEY, AND URETER 


Colston, J. A. C., and Scott, W. W.: Horseshoe 
Kidney, with Especial Reference to the Im- 
portance of Pre-Operative Diagnosis. J. Urol., 
1926, Xvi, 310. 


In horseshoe kidney there is usually a fusion of 
the lower poles. ‘The bridge or isthmus varies in 
size, shape, and character of tissue. It may be a 
fibrous band or a membranous cord, but in most 
cases it is broad and thick and composed of secreting 
tissue. ‘The isthmus is usually situated anterior to 
the bifurcation of the large vessels, at a level between 
the fourth and fifth lumbar vertebra. The renal 
pelves are never fused and are usually normal in size 
and structure. The pelves lie in an anterior position. 
Of great surgical significance are the marked varia- 
tions and anomalies of the arteries and veins. The 
vessels are usually multiple or branched, and it is 
not uncommon to find smaller branches from the 
inferior mesenteric and the common, external, and 
internal iliac vessels and a special artery to the 
bridge from the aorta. 

Rathbun found calculus, hydronephrosis, and 
pyonephrosis occurring more frequently in horseshoe 
kidney than all the other lesions combined. The 
incidence of tuberculosis was also high. 

A correct pre-operative diagnosis can be made if 
the condition is borne in mind. The X-rays are of 
great aid. The pyelogram shows the renal pelves to 
be lower and more toward the midline; all calyces 
are in a downward direction and some toward the 
vertebral column. ‘The stereoscopic pyelogram 
shows the pelvis lying in an anterior position. 

At operation, the kidney is approached through 
the usual loin incision. In 108 operations reviewed 
by Rathbun there were thirteen deaths. The 
authors believe that a correct pre-operative diagnosis 
would reduce the mortality. 

Maurice Me ttzer, M.D. 


Kairis, Z.: The Clinical Aspects and Diagnosis of 
Renal Calculi Which Are Permeable to the X- 
Rays (Beitrag zur Klinik und Diagnostik der 
strahlendurchlaessigen Nierensteine). Zilschr. f. 
urol. Chir., 1926, xx, 66. 

This article is a review of the development of 
the roentgenological diagnosis of renal calculi. After 
the introduction of the Albers-Schoenberg com- 
pression diaphragm in 1902, the roentgenological 
demonstration of renal calculi was greatly facilitated. 
In 1903, Kuemmell and Rumpel contended that 
every renal stone could be rendered visible by the 
proper roentgen procedure and that a negative 
roentgen finding excluded the presence of a stone. 
This assumption, however, has been found erro- 


neous. Immelmann estimated his wrong diagnoses 
at 3 per cent, Israel (1916) estimated his at 4 per 
cent, Kuemmell (i919) estimated his at 5 per cent, 
and Cabot (1915) estimated his at not under 15 per 
cent. 

A further technical advance was achieved by the 
introduction of the Potter-Bucky diaphragm. 
Nevertheless we must -still count on an error in 
diagnosis in from 3 to 5 per cent of the cases. In 
the presence of a calculus the roentgen findings may 
be rendered negative by several causes, some of 
which are independent of the stone and others of 
which are due to the stone. Among the first are 
deficient emptying of the intestine, mistakes in the 
roentgenological technique, obesity, rigidity of the 
abdominal musculature, the projection of the shad- 
ow of the stgne upon some portion of the skeleton, 
and the accumulation of pus in the kidney. By 
careful preparation of the patient and a good tech- 
nique, most of these causes of error can be elim- 
inated; occasionally repeated exposures are necessary. 

The difficulties offered by the stone itself can 
seldom be avoided. Absence of a shadow may be 
due to the small size of the stone or its chemical 
composition. ‘The demonstrability of the stone de- 
pends upon its ability to absorb the roentgen rays 
as compared with the surrounding tissues and upon 
its thickness. ‘The stones with the most dense 
shadows are the calcium stones. Then, in order of 
decreasing density, come those composed of car- 
bonates, oxalates, phosphates. ‘The cystin, xanthin, 
and uric acid stones give markedly weaker shadows. 
The hope of being able to determine the chemical 
composition of renal calculi from the intensity of 
their shadows has not been realized. 

As a method of demonstrating roentgen-perme- 
able stones in the roentgen plate, Kuemmell, in 
1913, proposed his impregnation procedure with ro 
per cent collargol. According to the experiments of 
Kuemmell, Jr., the best results are obtained with a 
2 per cent silver nitrate solution. Pyelography also 
helps in the roentgen diagnosis since a clearing in 
the shadow of the pelvis may suggest the presence 
of a stone (Joseph, 1914). Other methods proposed 
are inflation of the renal pelvis with oxygen or air, 
pneumopcritoneum, lateral exposure in pyelography, 
and pneumoradiography of the kidney bed. 

A case with a history of stone is reported. A 
simple roentgenogram was negative, but with the 
aid of pyelography it was possible to demonstrate a 
roentgen-permeable stone in the pelvis of the left 
kidney. In the course of six months the stone be- 
came denser from the deposit of salts, and at the 
end of that time could be demonstrated by a simple 
roentgenogram. A pyelotomy confirmed the diag- 
nosis. ZILLMER (Z). 
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Hunner, G. L.: Drainage as a Factor in Renal 
Disease. Surg., Gynec. & Obst., 1926, xliii, 615. 

Hlunner repeats his previous contention that ure- 
teral stricture is bilateral, common, and unrecognized 
by most urologists. In the great majority of cases of 
hydronephrosis, pyelitis, calculous disease, essential 
hematuria, and many types of medical nephritis, it 
is the primary urinary lesion. Conditions secondary 
to congenital malformations are due, not to the 
malformation, but to ureteral stricture. 

The cause of ureteral strictures is focal infection. 
Its treatment is the eradication of foci of infection 
and dilatation. Eimer Hess, M.D. 


hisendrath, D. N., and Koll, I. S.: The Pyelograph- 
ic Diagnosis of Renal and Pararenal Neoplasms. 
J. Am. M. Ass., 1926, Ixxxvii, 1640. 

In the authors’ opinion, pyelography and ureterog- 
raphy are not employed to the extent they should 
be in the differential diagnosis of intraperitoneal 
from retroperitoneal tumors. 

Certain pyelographic changes are of unquestion- 
able value in the diagnosis of renal neoplasms and 
polycystic disease. ‘To these deformities the terms 
“dragon,” “‘spider,”’ etc., have been applied. The 
presence of a filling defect is typical of a neoplasm if 
the presence in the renal pelvis of blood clots, 
fibrinous exudate, ete., can be excluded. 

Deviation of the ureteral (opaque) catheter or of 
the ureterogram is found in cases of pararenal 
neoplasms as well as in those of intrarenal neoplasms. 
In the former there is no change in the contour of 
the pyelogram, but in the latter there may be evi- 
dences of rotation or displacement of the kidney. In 
cases of intrarenal neoplasms, on the other hand, 
there are always pyelographic changes in addition 
to the ureteral displacement. 

Familiarity with the many variations in normal 
pyelograms, especially of the ‘‘pseudo-spider”’ type, 
is essential for the avoidance of error in the inter- 
pretation of pyelograms. 

Certain inflammatory (non-malignant) conditions 
of the fatty capsule (suppurative or fibrous peri- 
nephritis) or of the parenchyma of the kidney 
(atrophic pyelonephritis, tuberculosis) may give rise 
to changes in the pyelogram which greatly resemble 
those of neoplasms. C. Travers Steprta, M.D. 


Judd, E. S., Parker, B. R., and Morse, H. D.: 
Tumors of the Kidney and Ureter and Tuber- 
culosis of the Kidney. Surg. Clin. N. Am., 1920, 
vi, 1137. 

The authors review a number of cases of tumor 
of the kidney showing the wide variation in symp- 
toms. In one case there were no genito-urinary 
symptoms, the complaints being entirely gastric, 
yet when the urine was examined a trace of albumin 
and an occasional erythrocyte were found. On 
further examination a diagnosis of renal tumor was 
made, and at operation a hypernephroma was re- 
moved. In another case recurrent attacks of severe 
colicky pain with the passage of many blood clots 


occurred at intervals for three and one-half years. A 
diagnosis of papillary tumor of the renal pelvis was 
made and verified at operation. In neither of these 
cases were there any symptoms referable to the 
bladder. The authors point out that a large amount 
of blood in the urine is indicative of malignant dis- 
ease, especially if bleeding is recurrent. 

In a case of primary papillary epithelioma of the 
ureter the chief symptoms were the passage of large 
amounts of blood with slight backache. At first 
the symptoms suggested the passage of a renal stone. 
On the patient’s second visit to the clinic the 
prostate was removed and tissue from the right 
ureteral orifice was reported to be inflammatory. 
At a third visit a definite lesion was found. The 
right ureteral orifice was of the “golf hole” type, 
and a ureteral catheter met an impassable obstruc- 
tion. At operation a primary papillary carcinoma of 
the ureter was found; the kidney was normal. 
Usually papillary carcinomata of the ureter are 
transplants from tumors in the renal pelves. 

What is supposed to be the first reported case of 
solitary cyst of the kidney and the earliest recorded 
operative removal in a living child of 8 months is 
discussed. The mass in the loin was discovered at 
birth. Very little renal tissue was found, the sac 
being 7.5 cm. in diameter. These cysts are believed 
to be congenital defects, and their symptoms are 
purely mechanical. 

In a typical case of tuberculosis of the kidney the 
symptoms consisted of marked frequency with 
burning. Acid-fast bacilli were found in urine from 
the leit kidney. Cystitis was severe, and there were 
many ulcers. Nephrectomy was advised. At opera- 
tion the typical large, stiff, oedematous ureter was 
found. The authors emphasize that in tuberculosis 
of the urinary tract the kidney is the first organ 
affected, but that the disease is probably secondary 
to a focus in the chest or abdomen. The disease is 
primarily unilateral and should be treated surgically. 
Sixty per cent of the patients operated upon are 
cured, and most of those who are not cured had 
tuberculosis of the opposite kidney. 


Meltzer, M.: Papillary Carcinoma of the Renal 
Pelvis. J. Urol., 1926, xvi, 335. 

A review of the literature showed that only 181 
cases of papillary carcinoma of the renal pelvis have 
been reported. Albarran reported forty-two cases 
and Radder thirty-one cases of tumor primary in the 
renal pelvis. Of thirteen tumors primary in the renal 
pelvis which were reported by the Mayo Clinic, eight 
were papillary carcinomata. Spiess reported forty- 
three malignant tumors, and McGown reported 
forty-nine, including one of his own. Smith found 
178 cases in the literature. Watson reported one. 

The author classifies these tumors according to 
Ewing as: (1) papillomata of the pelvis, potentially 
malignant; (2) papillary carcinomata arising from 
the pelvis epithelia; and (3) alveolar carcinomata, 
which represent infiltrating portions of the other 
types. He classifies them clinically as follows: 
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1. Papillomatous tumors, which are characterized 
by transplants to the ureter and bladder, cause bleed 
ing early, and metastasize late. Of the 181 collected 
cases, 144 belong to this group. 

2. Non-papillary tumors characterized by direct 
extension to the ureter. No transplants are found. 
Hamaturia occurs in 50 per cent, and metastases are 
found in the lymph glands, other organs, and the 
bones. These are more malignant. 

Hematuria occurs in 70 per cent of cases of the 
papillary type of tumor and 50 per cent of those of 
the non-papillary type. Renal colic is not a constant 
sign. Palpation of the kidney is usually negative. 
Visible blood clots may come from one ureter. Renal 
function is diminished. ‘Tumor cells may be found 
in the urine. The pyelogram shows a filling defect. 

The prognosis is good in cases operated upon be- 
fore the occurrence of metastasis. Early nephro- 
ureterectomy is indicated. Postoperative cysto- 
scopic examinations for recurrence are imperative. 

The author’s case was that of a man 45 years of 
age. In January, 1924, the patient passed a small 
quantity of bloody turbid urine and experienced a 
dull ache in the right renal area. About eleven 
months later he had a second more severe attack of 
painless hematuria. Cystoscopy and pyclography 
showed active bleeding from the right ureteral 
orifice, and the pyelogram a filling defect in the 
upper calyces. As the left kidney was demonstrated 
to be functioning normally, the right kidney was 
removed.  Fraser’s pathological diagnosis was 
papillary carcinoma of the renal pelvis. Since the 
operation, which was performed December 30, 1924, 
the patient has been entirely free from symptoms. 

J. SypNey Rirrer, M.D. 


Begg, R. C.: Nephro-Ureteral Anastomosis After 
Complete Avulsion of the Ureter. Bri/. M. J., 
1920, ii, 589. 


Begg reports the case of a man 42 years of age who 
had a round calculus about 1 mm. in diameter in the 
right renal pelvis but almost normal renal function. 

Pyelolithotomy was performed. During the 
operation, complete avulsion of the ureter occurred 
because of extensive ulceration of the pelvis and 
thinness of its wall. Nephrectomy was undesirable 
because of the fairly good renal function. The upper 
end of the ureter was split for 14 in. on the outer 
surface and stitched to the intrarenal pelvis by 
sutures passed through the kidney substance. A 
capsular flap was also turned down over the suture 
line. The pelvis was opened through the cortex 
and a drainage tube tied in. The free end of the 
catheter in the bladder was pulled out through the 
urethra by means of the cystoscope. The catheter 
was removed after seven days. At the end of six 
weeks the wound had healed and a large catheter 
was passed up to the kidney pelvis. After 10 c.cm. 
had been injected into the pelvis, the patient com- 
plained of discomfort. Five months later he had 
completely recovered and was carrying on his 
regular occupation. Gitpert J. Tuomas, M.D. 


Brown, D. A.: Ureterocele. J. Urol., 1926, xvi, 363. 

Ureterocele is usually associated with a tiny 
ureteral orifice and atony of the intramural portion 
of the ureter. The weakness of the muscular wall is 
usually secondary to inflammatory processes in the 
seminal vesicles or the female pelvic adnexa. The 
lesion develops progressively. All of the patients 
whose cases have been reported were adults. 

There are no characteristic symptoms. The diag- 
nosis is usually made by cystoscopic examination. 
The characteristic findings are a glistening cystic 
tumor at a ureteral orifice, alternating between a 
ballooning and a retraction following the influx of 
urine into the dilated region. ‘The best treatment 
is fulguration. Maurice Mevrzer, M.D. 


Laws, G. M.: Ureteral Obstruction in Women. 
Am. J. Obst. & Gynec., 1926, xii, 802. 

This report is based chiefly upon a study of the 
last fifty patients examined by the author by 
ureteral catheterization on the gynecological service 
of the Presbyterian Hospital, Philadelphia, in 
whom more or less ureteral obstruction was found. 

The principal clinical diagnoses were the follow- 
ing: nephroptosis and hydronephrosis (non-infected) 
in five cases; pyelitis, chronic or recurrent, in four; 
pyonephrosis in four; pyonephrosis and renal calculi 
in three; pyelitis of pregnancy and the puerperium 
in five; ureteral anomaly in two; ureteral stricture, 
traumatic, in one; ureteral stenosis in cight; and 
ureteral calculus in eighteen. 

At operation, the obstructive lesion was found to 
be a stricture in six cases. In one case it was tuber- 
culous; in two cases, traumatic, due to injury of the 
ureter during a complete hysterectomy; and in three 
cases, inflammatory. It is believed that some of the 
cases with regard to which the term “stenosis” was 
used were cases of stricture, but this was not definite- 
ly proved. 

In women there are various types of ureteral ob 
struction that are more frequent than the obstruction 
caused by a ureteral calculus. They are found 
associated with dilatation of the ureter, hydro- 
nephrosis, or “back-pressure” effects on the renal 
parenchyma. When these symptoms are present 
and a calculus is not demonstrable, an examination 
should be made to determine the patency of the 
ureter. The symptoms of ureteral stenosis are es- 
sentially similar to those produced by stone. ‘The 
treatment of choice is gentle gradual dilatation. 

In the discussion of this report, OUTERBRIDGE said 
that frequently obstruction to the catheter is found 
at one time, whereas at another time the catheter 
passes without difficulty. Pyelitis will not clear up 
in the presence of definite obstruction. In the pye- 
litis of pregnancy the passage of a ureteral catheter 
clears the symptoms very quickly. 

GINSBURG reported that he finds strictures of the 
ureter in the female very frequently. The urinary 
output in these cases is surprisingly good even when 
there is a moderate degree of hydronephrosis. 

ki. L. Corner, M.D. 











404 INTERNATIONAL ABSTRACT OF SURGERY 


Herger, C. C., and Schreiner, B. F.: Strictured 
Ureters, Hydronephrosis, and Pyonephrosis 
Occurring, in Cancer of the Cervix Uteri; 
Based on a Study of Eighty-Two Cases. Surg., 
Gynec. & Obst., 1926, xliii, 740. 


In a study of eighty-two cases of far advanced 
cancer of the cervix, the authors found that in a large 
majority there was a stricture of one or both ureters 
with accompanying hydronephrosis and pyonephro- 
sis. 

As this condition prevailed in a great many cases 
before radiation was used in the treatment of the 
cancer, the authors believe it logical to conclude that 
cancer of the cervix with extension into the broad 
ligament is sufficient of itself to stricture the ureters 
and cause kidney changes. Eimer Hess, M.D 


Pugh, W. S.: Ureteral Calculi. Ann. Surg., 1926, 
Ixxxiv, 855. 

In the opinion of the author, ureteral calculi occur 
as a result of obstruction to the outflow of urine plus 
infection, and one of the most important organisms 
causing the infection is the bacillus proteus. Calculi 
become impacted most frequently in the lower 
third of the ureter. An impacted calculus may shut 
off the flow of urine, but may not do so if it has a 
drainage groove. 

The formation of ureteral calculi is a condition of 
middle life occurring more often in women than in 
men. The most constant signs are hematuria and 
pyuria. In the treatment of ureteral calculi, dilata- 
tion of the ureter should always be tried unless there 
is a marked pyelonephritis or some other contra- 
indication. As a means of dilatation, the author has 
found the rubber bag dilator contrived by Dour- 
mashkin of great value. If dilatation fails, extra- 
peritoneal ureteral lithotomy is the operation of 
choice. Henry L. Sanvorp, M.D. 


Stirling, W. C.: Ureteral Calculi: A Review of 
Forty-One Cases. Virginia M. Month., 1926, liii, 
430. 

The principal factors in the formation-of urinary 
calculi are infections of the kidney, urinary stasis, 
and excessive excretion of crystalloids in the urine. 

It has been estimated that one-half of the patients 
with ureteral stones will pass them without treat- 
ment, 25 per cent will pass them following manipula- 
tion, and the rest will require operative measures 
for their removal. Approximately 75 per cent of 
ureteral stones become impacted in the lower seg- 
ment of the ureter. The incidence of recurrence 
following the passage of a stone is between tro and 
12 percent. About ro per cent of ureteral stones are 
bilateral. 

The location of a suspicious shadow in the roent- 
genogram may be determined by passing a shadow- 
graph ureteral catheter on the affected side and then 
making a stereogram. The poor shadow-casting 
properties of uric acid, cystin, and xanthin stones 
account for the 1o to 15 per cent error of uretero- 
grams in the diagnosis of ureteral calculi. 


The average age of the patients whose cases are 
reviewed by the author was 4o years. The most 
common symptom was pain. This was present in 95 
per cent of the cases. ‘The urine contained red blood 
cells or pus in 85 per cent. 

In three cases an operation was necessary for the 
removal of an impacted ureteral calculus. On an 
average, three treatments were necessary to secure 
the passage of the stone. In several instances an 
indwelling catheter was left in the ureter for from 
three to six days. This established drainage and 
considerably reduced the infection. In no instance 
was there any untoward reaction. 

The author describes a forceps which he devised 
for the removal of calculi impacted in the lower 
segment of the ureter. C. Travers Sreprra, M.D. 


Bumpus, H. C.: Ureteral Meatotomy for the Re- 
moval of Stones from the Ureter. J. Urol., 1926, 
XVi, 359. 

Bumpus discusses the removal of stones from the 
lower portion of the ureter and describes the 
technique for enlarging the ureteral meatus with the 
scissors. ‘The procedure is made visible through a 
direct cystoscope. ‘The scissors with a double-edged 
movable blade follows into the meatus for about 1 
cm. behind a short filiform bougi¢é. The blade is then 
opened and the meatus slit as the blade is withdrawn. 
Five or six catheters are then passed up into the 
ureter, twisted, and withdrawn with the stone. 

In ten consecutive cases it was possible to remove 
the stone at the time of manipulation. In one case 
the stone caused obstruction and prevented the 
passage of a catheter or filiform bougié, thus contra- 
indicating meatotomy and necessitating ureteral 
lithotomy. 

Following manipulation, one or two catheters 
were usually placed in the ureter and allowed to 
remain for twenty-four hours to insure drainage 
and reduce the possibility of pyelitis. Cystoscopy 
several weeks after manipulation showed a some- 
what larger, normally functioning orifice, and 
cystograms taken in the extreme Trendelenburg 
posture failed to show urinary reflux. 


Fronstein, R.: Empyema of the Stump of the 
Ureter (Das Empyem des Harnleiterstumpfes). 
Zlschr. f. urol. Chir., 1926, xx, 183. 

The muscular tissue disappears from the stump 
of the ureter that has been left behind after nephrec- 
tomy, whereas the mucous membrane and the lumen 
remain unchanged. As the peristalsis persists, the 
contents of the ureter continue to be emptied into 
the bladder. This explains the fact that the stump 
of the ureter left behind usually does not give rise 
to disturbances. But if the ureter was diseased 
before the operation, it may be responsible for un- 
pleasant complications after nephrectomy. Oc- 
casionally a ureteral fistula develops in the nephrec- 
tomy wound. A prerequisite for this complication is 
a change in the valvular mechanism of the ureteral 
ostium with subsequent reflux. Usually the fistula 
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closes spontaneously, even though healing often 
takes a long time. 

A still more unpleasant complication is the devel- 
opment of an empyema in the stump of the ureter. 
A prerequisite for this is a disturbance in the pas- 
sage of the lower section of the ureter. A uretero- 
gram should therefore be made previous to every 
nephrectomy. If this shows a marked dilatation 
due to atony, stenosis, or the formation of con- 
cretions, the ureter must be extirpated primarily 
or, at least, its proximal end must be sutured into 
the wound. The best treatment for empyema of the 
ureter is secondary ureterectomy. The development 
of empyema of the ureter is not a frequent compli- 
cation. In a practice of twenty years, the author 
saw only three cases. GRraAuHAN (Z). 


BLADDER, URETHRA, AND PENIS 


lHielmholz, H. F.: Neuromuscular Dysfunction of 
the Bladder as a Cause of Chronic Pyelitis in 
Childhood. Am. J. Dis. Child., 1926, xxxii, 082. 


Braasch has divided cases of neuromuscular 
dysfunction of the bladder into those with definite 
clinical evidence of involvement of the central nerv- 
ous system and those in which the lesion is limited 
to the terminal nerves of the bladder. The first 
type is termed “cord bladder” because of asso- 
ciated disease of the spinal cord; the second, the 
“atonic bladder,” so-called because of its flabby 
musculature and diminished expulsive power. 

Fifteen cases of neuromuscular dysfunction of the 
bladder in children, six boys and nine girls, are re- 
ported. The ages ranged from 1 week to 14 years. 
The diagnosis of cord bladder was made in nine 
cases after cystoscopic examination. In another 
case of cord bladder, cystoscopic examination was 
not carried out. Four cases of atonic bladder were 
observed. In this type of case there may be a loss 
of motor power only or of both motor and sensory 
power. A single instance of very marked relaxation 
of the urethra was found in a girl 7 years of age 
who had absolutely no urinary control. 

The most common complaints were incontinence 
and frequency. In most cases the bladder could be 
emptied only by voluntary effort of the abdominal 
muscles, and then only partially. All but one 
patient had had attacks of fever and, on admittance, 
were suffering from definite pyuria. Another strik- 
ing feature was the round or pyriform tumor situ- 
ated above the symphysis pubis, but not always in 
the median line, which disappeared on catheteriza- 
tion. In most cases the amount of pus in the urine 
was evidence of marked urinary infection. In most 
cases the function of the kidney was not seriously 
impaired. Roentgenograms of the kidneys, ureters, 
and bladder showed nothing abnormal in these 
organs, but spina bifida occulta was found in six 
cases and marked deformity of the spine in three. 

Cystoscopic examination definitely established 
the diagnosis, although the history and roentgeno- 
grams frequently made a presumptive diagnosis 


possible. Trabeculation and hypertrophy of the 
bladder, as well as relaxation of the internal sphinc- 
ter, were evident. Reflux into the ureters was found 
in only four cases. All cystograms showed that the 
bladders were large and cone-shaped, and in some 
cases irregular and trabeculated. 

As in uncomplicated pyelitis, flushing of the 
urinary passages is perhaps the most important 
single item of treatment. Of equal importance is the 
prevention of an excess accumulation of urine by 
drainage of the bladder at regular intervals. The use 
of hexamethylenamin with ammonium chloride in 
addition to forcing of fluids, has sometimes reduced 
the amount of pus very markedly, but does not clear 
up the infection. Local applications only tempo- 
rarily reduce the evidence of infection. Surgically 
there is very little to suggest. In certain cases with- 
out infection of the upper urinary passage or with 
only slight involvement, transplantation of the 
ureters into the sigmoid, as in exstrophy of the 
bladder, may be attempted if there is not too great 
dilatation of the ureters. 


Stern, M.: Resection of Obstructions at the Vesical 
Orifice; New Instruments and a New Method. 
J. Am. M. Ass., 1926, |xxxvii, 1726. 


It has been observed that large prostates shrink 
markedly following resection of the intruding lobes 
or the contracted sphincter. This could not occur 
if the prostatic lobes were the site of a true hyper- 
trophy. The fact that this change does occur forms 
the basis upon which rests the rationale of minor 
surgery of the prostate gland. 

Whether the cause of the prostatic enlargement 
is inflammation or infection from residual urine due 
to sphincteric contracture or the pressure of intrud- 
ing fibrotic lobes, it is certain that the relief of these 
conditions by resection results in the abatement of 
the inflammatory reaction and a diminution in the 
size of the organ. The mere removal of sections 
from either the enlarged lobes or the contracted 
sphincter causes them to lose their succulency and 
resume the much reduced size and solid consistency 
of the non-inflammatory state. 

With the author’s method any desired number of 
sections can be removed at a single sitting from 
either the lateral or the middle prostatic lobes or 
from the sphincter under the guidance of the eye 
and without causing bleeding. ‘This is accomplished 
by a cystoscopic procedure with a cutting current 
in a water medium by means of a movable loop of 
tungsten wire, longitudinal spaghetti-like sections 
of tissue being removed. ‘The instruments used are 
called the “resectotherm” and “resectoscope,” 
respectively. 

The resectoscope is essentially a cystoscopic in- 
strument with two lens systems or telescopes. One 
is of the indirect vision type for examination and 
diagnosis, and the other, of the direct vision type, 
to be used during the operation. 

The resectotherm delivers a radiofrequency cur- 
rent in a continuous flow through the cutting loop 
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under water without causing sparking. 
fulguration effects which result in slough 
haemorrhage are climinated. 

After a thorough examination with the indirect 
vision telescope, the direct vision telescope is in- 
serted. ‘The part to be resected is engaged in the 
fenestra, the cutting loop is put into position in front 
of the eye of the telescope against the engaged tissue, 
and the current then turned on. When the halo and 
bubbling ensue, the loop is advanced until it has 
traveled the full length of its fenestra (34 in.) 
through the tissue contained therein, leaving a clean 
cut with only a slight discoloration of the surface. 
In bars and contractures a sufficient number of 
parallel sections are taken from the floor of the 
sphincter. When there is considerable lateral lobe 
encroachment on the lumen of the posterior urethra, 
the sections are removed in a continuous line. As 
a rule, the simple instillation of procaine hydro- 
chloride solution into the urethra and bladder is 
sufficient for anasthesia, but in inflammatory con- 
ditions associated with considerable irritability, 
caudal anwsthesia is best. 

In forty-six cases in which this treatment was 
used there was no bleeding of any importance or 
reaction of any sort. In many, the amelioration of 
the symptoms was striking after a single treatment. 
Only a few required a second treatment. Frequency 
of micturition and residual urine were reduced 
about 50 per cent in the first week, and in all cases 
the condition was improved in the course of four 
weeks. In three cases of complete retention, 
voluntary micturition occurred from two to. six 
weeks after the operation. Overflow dribbling in 
two cases was arrested immediately. 

In obstructive carcinoma, resection is more logical 
than cystotomy for drainage. In cases with bars 
or contractures, nothing more radical is justified. 
It finds its chief indication in the early stages of 
prostatic disease as at this time minor surgery 
should arrest the disease and prevent advanced 
prostatism. Louis Neuwett, M.D. 


Barney, J. D.: Intramural Carcinoma of the Dome 
of the Bladder. J. Uyvol., 19206, xvi, 369. 


Barney reports the case of intramural carcinoma 
of the dome of the bladder in a woman 47 years of 
age. During cystoscopy the bleeding ulceration 
was masked by the air bubble until the patient was 
turned on her side and the bubble thereby displaced. 
After several fulgurations and periods of freedom 
from hematuria, the local condition appeared to be 
progressing. Therefore, fifteen months after the 
first attack of hematuria, an exploratory laparot- 
omy was performed. 

A stony-hard mass was found infiltrating the up- 
per half of the bladder. This was widely resected. 
Grossly the growth was limited to the wall, penetrat- 
ing the mucosa only at the site previously seen dur- 
ing cystoscopy. Microscopically it was an undiffer- 
entiated, infiltrating primary carcinoma of the 
bladder wall. 
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The hematuria recurred six months later, and a 
year after the operation the patient died from com- 
plete intestinal obstruction due to metastatic in- 
vasion of the intestines and mesentery. 

In a review of the literature on vesical tumors, the 
author found that neoplasms in the dome of the 
bladder are rare, constituting only about 1 per cent 
of vesical tumors. He quotes Scholl who states 
that these tumors are usually highly malignant and 
extensive and since they occur in a comparatively 
symptomless area of the bladder they grow large 
before operation is attempted. He concludes that 
the possibility of such a tumor should be considered 
whenever the diagnosis of a bladder condition is 
obscure. J. Epwin Kirkpatrick, MD. 


Schmitz, H., and Laibe. J. EF. F.: Roentgen-Ray 
Treatment of Inoperable Carcinomata of the 
Urinary Bladder. J. Am. M. Asy., 1926, Ixxxvii, 
1541. 

Of fifty-three cases of advanced and inoperable 
cancer of the urinary bladder, twenty-one were 
treated with radium alone, nineteen with the cautery 
and radium or roentgen irradiation combined, and 
thirteen with massive short-wave roentgen rays 
exclusively. 

Following radium treatment, the average duration 
of life was less than eighteen months in the primary 
cases and eight months in the secondary cases, and 
following treatment by cauterization and irradiation 
combined it was four months in the primary cases 
and eight months in the secondary cases. 

Of the cases treated with the roentgen rays ex- 
clusively, seven were primary and six secondary. 
Four patients with a primary cancer and three with 
a secondary cancer are now well and free from 
symptoms. One was treated thirty-four months ago; 
two were treated twenty-six months ago; two, 
twenty months ago; and two, fourteen months ago. 
One patient died after two months, one after six 
months, and one after seven months. 

The authors attribute the good results obtained 
with short-wave roentgen rays to the homogeneous 
penetration of the cancer-bearing area by a known 
roentgen-ray dose, the radiation sensitiveness of 
bladder carcinomata, and the absence of trauma 
and local irritation in this treatment. 

Gicbert J. Thomas, M.D. 


Judd, E. S.: The Treatment of Carcinoma of the 
Bladder by Radical Surgical Methods. J. Am. 
M. Ass., 1926, Ixxxvii, 1620. 

The author points out that carcinoma beginning 
in the tissues of the bladder rarely metastasizes, and 
that death in such cases is due usually to secondary 
infection in the kidneys and surrounding tissues. As 
a rule the malignant growth begins near one of the 
ureteral orifices and ligation of the ureter with sub- 
sequent removal of the kidney is resorted to or the 
ureter is transplanted. Extraperitoneal resection 
has been found more advantageous than trans- 
peritoneal resection. 
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Good results following operations for carcinoma 
of the bladder about equal those obtained from 
radical operations on the breast, stomach, and 
colon. 

In 527 cases of tumor of the bladder seen at the 

fayo Clinic the average length of life after the 
treatment varied with the treatment. The results 
were most satisfactory in the cases treated by radium 
irradiation and fulguration, the average length of 
life being 36.7 months. Many of the tumors in this 
group were of low malignancy and some were 
definitely benign. Following radium irradiation and 
excision or resection the average length of life was 
21.56 months; following radical operation alone, it 
was 18.57 months; and following cautery treatment 
alone, it was 13.57 months. In cases in which only 
cystostomy was performed the length of life was 6.75 
months. Radium irradiation was not usually 
successful when used alone, but was of value when 
supplemented by surgical procedures. 

In a review of 298 other cases in which surgical 
treatment with or without radium irradiation was 
given, it was found that fifty patients were still alive 
after more than five years. Of 308 patients subjected 
to other forms of treatment only twenty-eight sur- 
vived for a similar period. 

Death in this series was due to diseases which 
might be expected in any group of persons of ad- 
vanced age (average 55.92 years), such as pneumonia, 
uremia, embolism, and intestinal obstruction. In 
167 of the 708 cases, however, death was due to 
carcinoma of the bladder. 

The author concludes that early radical operation 
offers the best results in carcinoma of the bladder, 
and that procrastination and conservative methods 
render the case inoperable. 


Chute, A. L.: Ureteral Transplantation in Bladder 
Carcinoma. J. Am. M. Ass., 1926, |xxxvii, 1613. 

Waters, C. A.: Deep Roentgen-Ray Therapy in the 
Treatment of Carcinoma of the Bladder. J. 
Am. M. Ass., 1926, Ixxxvii, 1618. 


CuuTeE believes that to obtain better results in 
carcinoma of the bladder, more radical surgical 
measures which require transplantation of the 
ureters are necessary. Even with such treatment, 
however, the results are discouraging. In 170 of 
Chute’s operative cases there were eighty-six 
deaths from the operation or the disease, and re- 
currences in many others. 

Carcinoma of the bladder is relatively slow to give 
off metastases. Chute believes that many deaths 
which are attributed to dissemination of a carci- 
noma of the bladder are due in reality to its recur- 
rence combined with an infected hydronephrosis. 
Certain bladder growths, especially those of the 
adenocarcinomatous type, begin in the deeper layers 
of the bladder wall and extend under the mucosa for 
a considerable distance without causing any sur- 
face change. To prevent local recurrences after 
palliative operations for infiltrating bladder growths, 
the logical procedure would be the removal of the 


bladder itself. If the bladder outlet is involved, 
nothing but a complete cystectomy can give any 
permanent result. Radical operation is necessary 
also for recurrences which are not amenable to the 
high frequency current. 

Cystectomy has been performed relatively in- 
frequently, partly because of the technical difficulties 
of the operation, but chiefly because of the prelim- 
inary difficulty of dealing with the ureters satis- 
factorily. Permanent lumbar nephrostomy has 
proved unsatisfactory, as has the bringing of the 
ureter to the surface in the loin. The Coffey trans- 
plantation of the ureters, as modified by others, is 
destined to have a far-reaching influence on the 
treatment of cancer of the bladder. 

A good result has been obtained with total 
cystectomy anterior to the peritoneum and fixation 
of the two ureters in the rectum at one sitting. 

Keeping a good sized tube in the rectum for 
several days after implantation of a ureter probably 
safeguards the suture by preventing the accumula- 
tion of gas and bowel contents. Feeding the tube 
inserted in the ureter into the intestine is better 
than sewing it to a tube introduced into the rectum. 
The author suggests also the possibility of using an 
appropriate sized sterile gum elastic bougie intro- 
duced through the incision in the sigmoid, with the 
free end of the tube in the ureter tied over its upper 
end, as a means of getting the tube through the 
anus, and using the bougie as a guide. 

In Chute’s cases there has been no sustained ex- 
cretion of urine for some time following operation. 
Excretion did not begin much earlier than thirty-six 
hours after the operation, even in the cases of pa- 
tients whose kidneys were stimulated because anuria 
was feared. This gauging of kidney activity and the 
timely warning given of impending kidney failure 
are the chief purposes served by the tubes in the 
ureters. 

In the male, prostatocystectomy seems indicated. 
The prostate is separated from the rectum at one 
operation a few days earlier than the main operation. 
This is done under spinal anwsthesia in order to 
save the kidneys from extra etherization. The 
extraperitoneal cystectomy may be done under 
ether at a later time, and if conditions warrant it, 
the ureters may be implanted into the rectum by the 
Coffey technique at the same sitting. If conditions 
do not warrant the implantation of the ureters, the 
tubes inserted into them may be brought out 
through the abdominal or perineal incision. In 
both the intraperitoneal and extraperitoneal cys- 
tectomy, the locating of the ureter is facilitated by 
the introduction of a ureteral catheter. 

Many patients with bladder tumors die from renal 
sepsis due to compression of the ureter. None of 
the methods other than cystectomy or resection of 
the bladder with re-implantation of the ureters will 
meet this condition. If a permanent cure seems im- 
probable, the risk of implantation of the ureters 
into the sigmoid, combined with the removal of the 
bladder, may be warranted. 
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Chute believes that total cystectomy, either pre- 
ceded or followed by transplantation of the ureters, 
is the best method of dealing with extensive in- 
filtrating tumors of the bladder, stubborn recurring 
growths of the papillomatous type, and growths 
involving the bladder outlet. 

Waters states that in his opinion the best 
treatment for superficial papillary carcinoma, local- 
ized or extensive, is a combination of deep X-ray 
therapy with radium applied directly to the surface 
of the growth. The results of this treatment are 
better than those obtained when the tumor is given 
from 600 to 800 mgm.-hrs. of radium before the 
X-ray treatment. 

With this combined treatment most of these 
tumors can be destroyed with minimal injury to the 
bladder and often with but little or no irritation of 
the bladder mucosa. 

In infiltrating carcinoma which is still operable, 
radical resection is indicated, since it offers the great- 
est chance of a complete cure. 

Twenty-five per cent of the infiltrating growths 
in the author’s series occupied positions that ren- 
dered them inoperable or were so extensive that their 
radical removal was impossible. In such cases, if 
radium can be applied directly to-the growth, both 
radium and deep X-ray treatments should be tried, 
since their results are sometimes favorable. If the 
results are not satisfactory, or if the growth is 
sufficiently localized to warrant the implantation of 
radium needles, the bladder should be opened supra- 
pubically and screened radium needles should be 
implanted throughout the growth. If the growth is 
so extensive that a total of more than 2,500 mgm.- 
hrs. is necessary for thorough destruction of the 
cancerous area by implantation, this method is 
contra-indicated. 

Waters’ experience with diathermy is too recent 
to warrant definite conclusions. 

In conclusion Waters states that the tendency 
of bladder tumors to recur following their apparent 
destruction by fulguration, irradiation, or deep X-ray 
treatment makes it imperative for the ‘patient to 
return at frequent intervals for cystoscopic exam- 
ination. In a few of the author’s patients who re- 
turned for observation, the recurrences responded 
well to radium alone, especially those of non- 
infiltrating papillary carcinomata. Even in incur- 
able cases, regardless of the treatment employed, 
deep X-ray treatment is an excellent palliative 
measure as it tends to control hamorrhage and to 
decrease nerve root pains. Louis Neuwe ct, M.D. 


Pugh, W. S.: Stricture of the Female Urethra. 
J. Am. M. Ass., 1920, Ixxxvii, 1799. 

Pugh says that his attention was first drawn to the 
frequency of stricture of the urethra by the relief 
from urinary symptoms which is experienced by so 
many women following cystoscopy. Stricture of the 
female urethra was first described by Lisfranc in 
1824, but the first investigation of the condition 
was made by Stevens of San Francisco in 1920. 


Osgood found ninety cases of stricture of the female 
urethra in 169 urological cases, and the author found 
eighty-six cases in 460 éxaminations. 

Among the causes are trauma, including injuries 
due to childbirth and catheterization; tumors, such 
as caruncle and papilloma; syphilis; and tuberculosis. 
The author agrees with Skene that in the majority 
of cases the gonococcus is responsible. 

The stricture begins on the floor of the urethra 
and may entirely encircle it. It is soft and dense. 

The symptoms include increased difficulty in 
emptying the bladder, dribbling, dysuria, urgency. 
frequency, signs of toxemia. The stricture usually 
occurs in the anterior third of the urethra. In none 
of the author’s cases was it possible to introduce a 
bulb larger than a No. 18 F. The results of stricture 
are dilatation of the bladder, ureters, and renal 
pelves. The treatment is dilatation, preferably 
gradual, the size of the bulb being increased two 
numbers a week up to size 26 F. The dilatation 
should be done once a month for a year. The simple 
remedies should always be tried first, but in filiform 
and smaller strictures, operation may be necessary. 

BEeENJAMIN IF. RoLLER, M.D. 


GENITAL ORGANS 


Chute, A. L.: The Relation of the Small Obstruc- 
tive Prostate to Certain Other Bladder Con- 
ditions. Boston M. & S.J., 1926, cxcv, 889. 


Chute calls attention to the fact that pathological 
conditions in the bladder are often due to the small 
obstructive prostate. He reports two cases. In the 
first case a suprapubic cystotomy was done for 
vesical calculus, but after the closure of the supra- 
pubic wound there were to oz. of residual urine and 
the patient still experienced the difficulty in mic- 
turition that accompanies vesical obstruction. A 
diagnosis of small obstructive prostate was then 
made and the prostate removed through a perineal 
incision. ‘The pathological diagnosis was “‘adenoma- 
tous hypertrophy.”’ Four years after the prostatec- 
tomy the patient reported that he was in perfect 
physical condition. 

The second case was that of a 54-year-old man 
with a diverticulum of the bladder. The diverticu- 
lum was resected and about a month later several 
intra-urethral masses obstructing the vesical outlet 
were resected. Some time after the operation the 
patient reported in good physical condition with no 
urinary symptoms and no residual urine. 

Chute concludes that obstruction at the neck of 
the bladder by any of the several types of small 
prostate may be a factor in the causation of vesical 
stone and diverticula. J. Sypney Ritrer, M.D. 


Hunt, V.C.: Suprapubic Prostatectomy for Benign 
Prostatic Hypertrophy: A Consideration of 
Pre-Operative and Postoperative Management. 
Surg., Gynec. & Obst., 1926, xliii, 769. 


The successful management of the patient with 
surgical prostatic obstruction demands meticulous 
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care in the pre-operative, operative, and postopera- 
tive procedures. Pre-operative treatment success- 
fully combats actual or potential uremia and pro- 
vides an opportunity to improve the cardiovascular- 
renal reserve. ‘The operation performed under 
guidance of the eye insures the patient against 
surgical accidents, and the use of regional anesthesia 
is devoid of a depressant effect on the kidneys and 
obviates the occurrence of the postoperative pul- 
monary complications incident to the inhalation 
anwsthetics. 


MISCELLANEOUS 


~’armenter, F. J., and Leutenegger, C.: Retention 
of Urine in Children with and without De- 
monstrable Cause. Am. J. Dis. Child., 1920, xxxii, 
692. 


The authors report in detail two fatal cases of 
chronic urinary retention in female children without 
mechanical obstruction of the urethra who were ap- 
parently normal up to the first year of age. One 
died at the age of 2% years and the other at the age 
of 5 years. On cystoscopy, chronic cystitis, hyper- 
trophy, and trabeculation of the bladder were found; 
and a cystogram revealed a unilateral, enormously 
dilated, kinked ureter and pyonephrosis. No 
autopsy was performed. The authors describe the 
condition as “‘an obscure disturbance of innervation 
or possibly some spinal cord lesion of either inflam- 
matory or toxic nature, affecting the bladder center.” 

Four other cases illustrating less uncommon 
causes of urinary retention in children are reported. 
All of the patients were males. ‘Two were cases of 
congenital valve formation in the posterior urethra. 
One of these was treated surgically with recovery. 
One was a case of spina bifida with faulty bladder 
innervation producing the urinary retention. This 
case was obviously incurable. Another was the 
case of a child of 17 months who had had attacks of 
dysuria since birth and from whom a urethral stone 
was removed. A year later, after recurrence of the 
symptoms, a stone was removed from the bladder 
suprapubically. 

The authors call attention to the usual insidious- 
ness of the onset, the only symptoms often being 
a loss of weight and strength, gastric disturbances 
with nausea, and secondary anawmia similar to that 
of nephritis. An early diagnosis is frequently diffi- 
cult because of the inability of the child to express 
himself. In many cases this condition becomes 
apparent only in its late stages, too late for per- 
manent relief from surgery. 

J. Epwin Kirkratrick, M.D. 


Scholl, A. J.: Cohabitation, Colon Bacillary Uri- 
nary Tract Infection. J. Am. M. Ass., 1926, 1xxxvii, 
1794. 

Pyelorephritis from colon-bacillus infection fol- 
lowing attempts at coitus and the wounds incident 
to rupture of the hymen occur rather frequently, but 
no case has been found in women who have borne 


children. The patient usually complains of fre- 
quency, dysuria, and pain in the renal area. In some 
cases there may be a high temperature, costoverte- 
bral pain, and great prostration. The urine contains 
both pus and colon bacilli. Sometimes the condition 
remains latent for years and assumes clinical im- 
portance only when a mechanical obstruction such 
as that produced by pregnancy or stone causes stasis 
in the urinary tract. 

The author reports two cases which he treated 
successfully by washing the kidney pelvis with 1 
per cent mercurochrome-220 soluble and giving 
methenamine and sodium acid phosphate by mouth. 

The colon bacillus is frequently found in the urine 
of women who are habitually constipated. Trauma 
permits the infection to gain a foothold. Bauereisen, 
in discussing the tubercle bacillus, said that a bladder 
with an intact mucous membrane cannot be infected. 
It is probable that in the cases under consideration 
the bladder is primarily infected and the infection 
is carried to the kidneys by the blood or lymphati.s 
or by direct ureteral extension. If wounds of the 
hymen are responsible, it must be carried at least 
part of the way by the blood stream. By whatever 
route it travels, the resulting condition is the same. 

Once established, postnuptial pyelonephritis has a 
tendency to become chronic and to resist treatmeat. 
There is no satisfactory method of prophylaxis. 

In the discussion of this report, BRAASCH said that 
he is now using 10 c.cm. of 1 per cent mercurochrome 
intravenously following the injection of 500 c.cm. 
of physiological sodium chloride solution. ‘This 
treatment is especially efficacious when the blood 
cultures are positive. 

Veck1 said that he prefers the intravenous injec- 
tion of sulpharsphenamine to the use of mercuro- 
chrome. 

KRETSCHMER warned against the frequent error of 
diagnosing the condition as gonorrhcea. 

BENJAMIN F. RoLiter, M.D. 


Martin, H. W., and Arbuthnot, R. E.: Spinal 
Anesthesia in Urology. J. Am. M. Ass., 1920, 
Ixxxvil, 1723. 

From the surgeon’s point of view, spinal anas- 
thesia is ideal as it facilitates the operative pro- 
cedure, is associated with only slight risk and with 
less danger of pulmonary and renal complications 
than other forms of anesthesia, and gives excellent 
muscular relaxation, abdominal quiet, usually per- 
fect analgesia, and nerve blocking which aid in the 
prevention of shock. 

In the average case of suprapubic prostatectomy 
the dangers of spinal anwsthesia are less than 
those of ether anesthesia in the same type of 
patient. Moreover, in spinal anesthesia there is no 
interference with the ingestion of fluids, which is 
so necessary to the patient’s recovery. Vomiting 
occurs considerably less often than when ether is 
used. 

Disregarding caudal, parasacral, and field block, 
the authors believe that, in the average case, spinal 
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anesthesia is the best form of anaesthesia for 
litholapaxy, external urethrotomy, urinary extrava- 
sation, suprapubic cystotomy and prostatectomy. 
the excision of vesical diverticula, and difficult 
cystoscopies in patients with extreme bladder ir- 
ritability from conditions such as vesical contraction, 
tuberculosis, stone, diverticula, or tumor. 

The most serious faults of spinal anesthesia are 
the sudden drop in the blood pressure, severe de- 
pression of the cardiovascular and respiratory sys- 
tems, nausea and vomiting during the operation, 
and headache. The cases for spinal anesthesia 
must be selected with care. In a small percentage 
there is a temporary paralysis of the sphincter. 

In more than 6,000 operations performed under 
spinal anesthesia at the Los Angeles General Hos- 
pital, Los Angeles, California, there were six deaths. 
Three were not due to the anaesthetic, and two were 
due to an overdose. The untoward symptoms fol- 
lowing spinal anesthesia include syncope, vomiting, 
headache, numbness of the feet, severe headache, 
and neck pain. The headaches may be prevented 
by keeping the patient in the recumbent position 
for several days. 

especially when the operation is to be time-con- 
suming, extremely nervous patients should be given 
a preliminary opiate (morphine and atropine) unless 
this is contra-indicated. Unless the operation is to 
be an abdominal procedure, the patient will arrive 
at the operating room in better condition if he has 
some orange juice or black coffee with sugar early in 
the morning. 

When there is doubt as to the dosage of anesthetic 
indicated, it is better to err on the side of too little 
than to give the maximum dose. If necessary, the 
spinal anesthetic may be supplemented with nitrous 
oxide or ether. A dosage of 1.5 or 2.0 gr. of procaine 
hydrochloride or tropacocaine should never be ex- 
ceeded. Stovaine should never be used. Spinal 
fluid may be used as a solvent, but one of the au- 
thors (Martin) prefers distilled water because to dis- 
solve the anwsthetic quickly the solvent must be 


hot. Only freshly prepared solutions should be 
used. 

A marked fall in the blood pressure calls for the 
Trendelenburg position for at least ten minutes. 
The patient must be carefully watched. Nausea 
is overcome by oxygen inhalations or the adminis- 
tration of pituitary extract hypodermically. Marked 
hypotension is relieved by lowering the head, the 
administration of a few whiffs of nitrous oxide, or the 
hypodermic injection of pituitary extract or epi- 
nephrin. The inhalation of ammonia, ether, or nitrous 
oxide causes temporary stimulation. Headaches are 
best relieved by lowering the head, the use of seda- 
tives and ice caps, or the intravenous administration 
of saline solution. 

The authors draw the following conclusions: 

1. Spinal anesthesia is contra-indicated in pa- 
tients with marked circulatory hypotension and 
those with myocardial degeneration or anawmia. 

2. Its safety and desirability are increased by the 
addition of light nitrous-oxygen anesthesia. 

3. Central acting drugs are valueless; only drugs 
with a peripheral pressor action are of value. 

4. Blood pressure readings should be taken fre- 
quently. 

5. The morning cup of black coffee with sugar, or 
orange juice, is beneficial. 

6. As a rule, a preliminary opiate should be 
given. 

7. The needles should be of small caliber and of 
nickel or nickeloid. 

8. Loss of spinal fluid should be avoided as much 
as possible. 

g. In selected and carefully supervised cases, the 
mortality with spinal anesthesia should be less than 
I in 1,000, which is considerably less than that 
associated with inhalation anesthesia. 

10. Spinal anesthesia is most valuable and 
efficient for operations below the diaphragm when 
complete muscular relaxation is sought, but should 
be used only with discrimination and for special 
reasons. Louis Neuwe tt, M.D. 
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CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Allen, B.: An X-Ray Study of the Development of 
the Ossification Centers of the Skeletal System. 
Radiology, 1926, vii, 398. 


A roentgen-ray study of the ossification of the 
skeleton is valuable in determining: (1) whether a 
fetus is born before term; (2) its age, if it is born 
before term; and (3) the age of any individual less 
than 30 years of age. The author includes in his 
article a table giving the ossification centers, the 
time of appearance of the centers, and time of union 
of the first and second centers in the bones of the 
upper and lower extremities. Roentgen-ray study will 
frequently show which of a pair of twins is the older. 

Allen found that, up to the age of 11 years, 
ossification progresses more rapidly in females than 
in males. From the eleventh to the fourteenth years 
the development in the two sexes is equal. After the 
fourteenth year, the rate of ossification is more rapid 
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Fig. 1. Development of carpal bones from ages of 2 
months, 7 days to 13 years, 1 month, 26 days. A, 2 
months, 7 days. B, 3 months, 2 days. C,4 months. D, 
3 years, 4 months, 23 days. E, 3 years, 4 months, 25 





in males than in females. These findings were made 
in a study of the carpal bones. 
Cuarves H. Heacock, M.D. 


Harris, H. A.: The Growth of the Long Bones in 
Childhood, with Special Reference to Certain 
Bony Striations of the Metaphysis and to the 
Role of the Vitamins. Arch. Int. Med., 1926, 
XXXviii, 785. 

Harris describes transverse striations in the long 
bones of a non-rachitic child which are manifesta- 
tions of cessation of growth and occur not only 
normally in adolescence but also in all cases of 
marked decrease in the rate of growth due to acute 
illness or to starvation and as a part of the healing 
process in rickets. 

The skeletal*processes are analyzed in terms of: 
(1) the area of cartilage proliferation, related to the 
water-soluble, growth-promoting vitamin or vita- 
mins; (2) the cartilage calcification and degenera- 
tion, related to the enzyme of Robinson or Vitamin 
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days. F, 4 years, 9 months, g days. G, 5 years, 4 
months, 19 days. H, 8 years, 6 months, 28 days. I, 13 
years, 1 month, 26 days. 


411 








INTERNATIONAL 


2A 2B 


lig. 2. Hands of twins from the age of 4 years, 2 months 
to g years, 6 months. 2A and 3A, 4 years, 2 months. 2B 


Allen. 


X; and (3) ossification proper, related to the fat- 
soluble Vitamin A proper. 

The author suggests a rational basis, applicable to 
all ages, for the analysis of the processes involved in 
diseases of cartilage and bone. He states that growth- 
promoting vitamins are water-soluble. 

Daniev H. Levinruar, M.D. 


Maass, H.: The Anatomical Results of Mechanical 
Obstruction to Growth (Die anatomischen 
Auswirkungen  mechanischer Wachstumswider- 
staende). Arch. f. orthop. u. Unfall-Chir., 1926, xxiv, 
1601. 


Maass states that so long as the bones continue 
to grow and their enchondral zones are active, the 
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and 3B, 6 years, 7 months. 2C and 3C, 8 years, 5 months. 
2D and 3D, g years, 6 months. 
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proper progress of the up-building process is of the 
greatest importance. Disturbances of this process 
are explained, not by biological factors, but by the 
simple laws of the mechanics of motion. The move- 
ments related to the formation of bone are subject 
to the same mechanical laws as all other movements, 
even those of inanimate objects. | GLArssNER (Z). 


Schmidt, A.: Histological Studies of Experimen- 
tally Produced Pseudarthroses (Histologische 
Untersuchungen bei experimentellen Pseudarthro 
sen). Beitr. s. klin. Chir., 1926, Cxxxvi, 463. 

To gain some insight into the regressive and re 
generative processes which are active in the forma 
tion of pseudarthroses, Schmidt produced pseu- 
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darthroses in four dogs. In the first animal a section 
1 cm. long was resected from the upper third of the 
radius. In the second, a 1-cm. section was removed 
from both the radius and the ulna about midway be- 
tween their upper and lower ends. In the third 
animal the femur was cut through in about the 
middle with a Gigli saw, the periosteum was pushed 
back from the end of the distal fragment for a dis- 
tance of about 1 cm., and the stump of bone de- 
prived of periosteum was covered by a desulphurated 
rubber cot which was fixed in place by means of a 
silver wire encircling the bone. In the fourth dog 
the femur was sawed through, the marrow cavity 
was curetted out to a depth of % cm. and closed 
with a plug of wax, and a rubber cot was applied to 
the bone in the same way as in the third dog. 

In every instance the wound healed without a 
reaction. The first dog was killed after four and a 
half months; the second, after three and a half 
months; the third, after three months; and the 
fourth, after two and a half months. In the first 
animal, necropsy revealed a rather rigid pseu- 
darthrosis of the radius. Longitudinal section 
through the specimen showed that the two ends of 
the bone had approached each other to within 3 mm. 
of contact. The space between was filled by a fi- 
brous tissue not rich in cells, the fibers of which were 
looped from one bone end to the other. In places 
this tissue exhibited a fibrocartilaginous character. 
A slight periosteal reaction was evident on the two 
cut ends of the radius and also on the surface of the 
ulna which was nearest the pseudarthrosis. The 
marrow cavities of the ends of the radius were closed 
by masses of spongy osseous tissue. These plugs 
were rather sharply delimited from the interposed 
fibrous tissue. Occasional protruding points of bone 
had been disintegrated by giant cells, but this proc- 
ess of resorption had not been very active. In the 
region of the periosteal callus formation on both 
stumps of the radius there were tiny marrow spaces 
filled with a relatively richly vascular lymphoid 
marrow. By the process of periosteal callus forma- 
tion the ends of the pseudarthrosis had been rendered 
club shaped. Especially in the proximal fragment, 
the old cortex had been eaten away from the mar- 
row Cavity. 

In the case of the second dog, necropsy revealed 
a comparatively rigid pseudarthrosis with a trifle 
more mobility and slightly less lateral displacement 
of the frigments than that found in the first dog. 
Section disclosed much more distinct and extensive 
regressive changes than in the first case. 

In the third animal there was a more marked 
longitudinal displacement with angular bending of 
the femoral axis. The rubber cot and the wire were 
found lying loose in a small cavity containing a small 
quantity of clear fluid. 

In the fourth dog, the rubber cot, the wire, and a 
sequestrum which had become rounded were found 
in a similar cavity. 

In the third and fourth specimens the proximal 
stump of the femur had become club shaped as the 
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result of active new-growth from the periosteum. 
This thickened area was by no means uniformly 
separated from the neighboring tissues by the ossi- 
fication process. Among the trabecul of cancellous 
bone there remained numerous interstices so that 
the marrow cavity was separated from the sur- 
rounding connective tissue which was poor in cells 
by a layer of more vascular tissue rich in cells. 
In certain areas the spicules of spongiosa had been 
eaten away by giant cells. In the third specimen 
the distal fragment exhibited on section a peculiar 
mushroom-like point which, in the area that had been 
covered by the rubber cot, was narrowed to about 
one-half its diameter elsewhere. The marrow cavity 
of the entire specimen was spongy, and the cortex 
was fragmented throughout its entire extent. The 
distal stump of the fourth specimen exhibited a 
slightly excavated form and was covered by a thick 
layer of dense connective tissue rich in cells which 
resembled granulation tissue only in its most super- 
ficial layer. Besides the round sequestrum, there 
was a thick layer of periosteal new bone formation 
to the end of the stump. 

The last two series of microscopic sections show 
that operative procedures which endanger the nu- 
trition of the periosteum, especially those in which 
the bone is encircled by wire, may result in extensive 
regressive changes in the cortex. Worthy of note 
was the marked connective tissue reaction in the 
region of the original marrow cavity, which ex- 
tended far beyond the point reached by the wax 
plug. 

These studies demonstrate also the influence of 
insufficient mechanical demands upon the bones, 
and show that, in spite of a marked hyperamia, 
regenerative process may fail entirely in certain 
areas and the originally progressive changes may 
give place to regressive processes. 

The author then discusses the theories based on 
the microscopic and clinical findings. He comes to 
the conclusion that Marchand’s conception of the 
osteoblasts as derivatives of connective tissue fur- 
nishes a satisfactory explanation of the various high 
ly differentiated tissues which are closely associated 
in pseudarthrosis. The periosteum, he believes, is 
the chief factor in the regenerative processes, but 
the endosteum and marrow are also capable of 
forming callus and new bone. The metaplastic bone 
formation can be traced only by histological exam- 
ination; it cannot be studied in the roentgen picture. 
It is of no practical importance in pseudarthrosis. 
The interposition of periosteum as a cause of 
pseudarthrosis has not been satisfactorily demon- 
strated. Without hyperemia no regeneration is 
possible. On the other hand, hyperamia is not the 
only factor in regeneration. The in-growth of con- 
nective tissue from the surrounding regions is a 
hindrance to regeneration but its effect may be over- 
come if the tissue is crushed between the ends of the 
bones and the mobility of the pseudarthrosis is 
limited by impaction of the fragments. 

HAuUMANN (Z). 
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Karshner, R. G.: Osteopetrosis. Am. J. Rocntgenol., 
1926, Xvi, 425. 

Osteopetrosis is defined as a hereditary disease, 
essentially a disturbance of the mesenchyme, which 
is manifested primarily by extraordinary thickness 
and density of the cortical portion of the osseous 
system at the expense of the medullary portion, and 
gives rise to a diversity of secondary conditions 
such as multiple fractures, epiphyseal deformities, 
physical underdevelopment, hydrocephalus, optic 
atrophy, imperfect dentition, anawmia, various 
leukemic states, and metaplasia of bone marrow 
clements leading to enlargement of the liver, spleen, 
and lymph nodes. It has been described heretofore 
under numerous other names such as ‘marble 
bones” and “osteosclerosis,”’ but the author prefers 
the term ‘‘osteopetrosis”’ because it describes the 
primary pathological condition, bone petrifaction. 

Karshner gives a short historical review of the 
condition, briefly abstracts case histories collected 
from the literature, and reports, with photographs 
and roentgenograms, four cases seen by himself. 
He discusses the condition at some length with re- 
gard to its relation to age, sex, the internal secre- 
tions, vitamines, lues, and heredity. The gross and 
microscopic changes are recorded. , The diagnosis is 
based, almost without exception, on the roentgen 
findings. These consist essentially of increased 
density of the bones of the entire skeletal system. 
The epiphyses are slow to show ossification, and the 
epiphyseal lines remain unclosed into early adult life. 

Brief mention is made also of the course, treat- 
ment, and prognosis of the condition. The treat- 
ment is chiefly prophylactic. 

Apotrpu Hartunec, M.D. 


Kienboeck, R.: On the Tumorous Diseases of the 
Bones, Primary and Metastatic. Brit. J. Radiol., 
1926, xXxXi, 374. 


This is a very excellent and well-illustrated sum- 
mary of the roentgen-ray characteristics of bone 
tumors. 

The author divides such tumors into ‘two main 
groups: i.e., primary and secondary. 

Group 1 includes the osteomata, exostoses, chon- 
dromata, dystrophies with fibrous degeneration of 
the bone marrow and the formation of central 
hematomata, expansive cysts, giant-cell tumors, 
malignant sarcomata, multiple myelomata, multiple 
lymphomata, and infectious pseudo-tumors such as 
result from pus-forming cocci, tubercle bacilli, 
syphilis, etc. 

Group 2 includes the metastatic tumors. These 
the author divides into four types: (1) the purely 
osteolytic, usually having their origin in a primary 
medullary carcinoma; (2) the osteolytic, with diffuse 
infiltration, which are more difficult to discover, 
usually result from a carcinoma of the thyroid gland, 
and are frequently accompanied by new bone forma- 
tion; (3) strongly mixed osteolytic and osteopoietic 
metastases occurring as a rule in older persons and 
due to a scirrhous carcinoma; and (4) purely 


INTERNATIONAL ABSTRACT OF SURGERY 


osteopoietic metastases occurring almost always in 
men of advanced age with a fibrous carcinoma of the 
prostate. Rosert V. Funston, M.D. 


Phemister, D. B., and Gordon, J. E.: The Etiology 
of Solitary Bone Cyst. J. Am. M. Ass., 1926, 
Ixxxvii, 1429. 

The solitary bone cyst is essentially a disease of 
the period of growth. According to one theory it is 
a degenerated tumor, and according to another a 
localized malacia. A third theory attributes it to 
hzmatoma formation, and a fourth to bone marrow 
infection. 

The authors believe that the evidence is most in 
favor of the infection theory. Bloodgood and Mallory 
regard the changes in the cyst wall as those of 
chronic inflammation. Others believe the micro- 
scopic changes are those of a low grade infectious 
osteomyelitis. The destruction usually begins cen- 
trally in the end of the shaft. The giant cells in 
these cysts are of a foreign body type and apparently 
form from endothelial cells of the blood vessels, 
i.e., from the reticulo-endothelial system, but not as 
osteoclasts. As the Lewises have succeeded in grow- 
ing giant and endothelioid cells in vitro from blood 
stream monocytes, another possible source is the 
monocyte infiltrating from the blood stream. 

The course of the condition is similar to that in 
which large pockets are formed around the roots of 
teeth with failure of new bone to form about the area 
of destruction. 

The authors report two cases in which cultures 
yielded streptococcus viridans, an organism fre- 
quently found in chronic periapical dental infections. 
In both, there was a sufficient leucocytosis to charac- 
terize the condition as inflammatory. 

Rosert V. Funsten, M.D. 


Rowlands, R. P.: Myeloma and Cavities in Bone. 
Brit. J. Surg., 1926, xiv, 224. 

Myeloma is a benign bone tumor growing from 
red marrow and composed chiefly of multinucleated 
giant cells embedded in spindle and round cells. It 
is not necessary to amputate for this tumor. Row- 
lands reports four cases. 

Case 1 was that of a young adult male who sus- 
tained a blow on the outer side of the tibia. The 
injury was followed by a swelling over which “egg- 
shell” crackling could be felt. At exploration, a 
typical myeloma was found occupying three-fourths 
of the upper end of the tibia. The tumor was 
shelled out and the cavity curetted and washed with 
an antiseptic solution. The diagnosis was confirmed 
by section, but at the insistence of the patient’s 
family based on the advice of another surgeon, the 
leg was subsequently amputated. 

Case 2 was that of a man 39 years of age who, 
following an injury to the knee, one and a half years 
previously, developed a tumor which had been 
diagnosed as a central sarcoma of the femur. After 
the application of a tourniquet to the thigh, explora- 
tion was made through the outer side of the femur. 








sVwernyn 





SURGERY OF THE BONES, JOINTS, MUSCLES, ‘TENDONS 415 


The growth found was very soft. In some areas it 
resembled a dark clot and in others was white and 
almost caseous. The pathologist diagnosed it as 
myeloma. The growth was completely scraped away 
and the wound closed, the cavity being allowed to fill 
with blood. The blood gradually ossified, and when 
the patient was last seen he was making an unevent- 
ful recovery. 

The third case was that of a man of 29 years who 
had had an injury to the knee eight months previ- 
ously and was admitted to the hospital with a large 
firm swelling over the external condyle of the femur. 
X-ray examination indicated a central tumor. At 
exploration through the outer side of the femur, a 
typical myeloma was found. The diagnosis was con- 
firmed by microscopic study. The tumor was scraped 
away and the cavity allowed to fill with blood. The 
patient made an uneventful recovery. Later roent- 
genograms showed the cavity filled with an ossified 
mass. 

Case 4 was that of a man 20 years of age who had 
had pain in the left knee for two months. The 
roentgenogram showed in the internal tuberosity 
of the tibia a pale area which suggested myeloma. 
Operation revealed a jam-like mass. This was com- 
pletely scraped out and the cavity allowed to fill with 
blood. Uneventful recovery resulted. 

The author states that these cases prove that the 
best way to treat myeloma consists in carefully 
shelling out the growth and allowing the cavity to 
fill with blood which later will ossify. To prevent 
fracture at the site of the operation, proper splinting 
is necessary until the cavity has ossified. 

FRANK G. Murpuy, M.D. 


Trethowan, W. H.: Massage and Remedial Exer- 
cises in Bone and Joint Diseases. Guy's /osp. 
Rep., Lond., 1926, Ixxvi, 433. 


For mechanical efficiency of the locomotor system 
ar adequate leverage action is essential. The lever 
must move easily about its fulcrum and with a force 
sufficient to overcome the external resistance or work 
to be done. All disorders of the limbs are therefore 
separable into those affecting the lever itself (the 
bene), the fulcrum (the joint), the force (nerve- 
muscle), and, to complete the illustration, the 
resistance (static conditions—overwork). 

Massage has only two effects—reflex and mechani- 
cal. The reflex effect is seen in the relief of pain and 
spasm by superficial strokings in a case of acute 
injury. Mechanical effects result from the applica- 
tion of greater pressure. Such pressure is used to 
improve the circulation of blood and lymph, to 
mobilize contracted and thickened tissues, and, in the 
abdomen, to produce reflex contracture of unstriped 
intestinal muscle. 

The chief movements of massage are stroking, 
compression, percussion, and vibration. After an 
acute injury, early active movement is essential for 
the complete restoration of mechanical function. 
Massage prepares for early movement. Tremor is a 
sign of too great active movement. Passive move- 


ment, if carried too far, may be harmful because it 
increases the trauma. 

The importance of the early application of physical 
methods of treatment in recent injuries is becom- 
ing increasingly appreciated. The presence of septic 
infection, open wounds, and ulcers should not be 
regarded as contra-indications to such treatment. 

The author discusses the treatment of simple 
fractures without initial displacement, impacted and 
interlocked fractures, and fractures with gross dis- 
placement, the effect on union of movements at the 
site of fractures, the mobilization treatment of 
fractures in general, the treatment of fractures into 
joints, the pathology and treatment of sprains and 
dislocations, including minor sprains, bruises of 
articular cartilage, stubbed joint, injury of synovial 
fringes, and traumatic synovitis, and the pathology 
and treatment of strain and laceration of muscles 
and tendons, including tennis leg and elbow, rider’s 
sprain, sprained back, traumatic tenosynovitis, and 
the postoperative treatment of tendons. 


Pemberton, R.: Arthritis. J. Am. M. Ass., 1926, 
Ixxxvii, 1253. 

The author states that arthritis is a manifestation 
in the joints of an underlying rheumatoid condition 
involving many tissues of the body. ‘To explain the 
action of distant foci of infection, the effect of ex- 
posure, fatigue, overeating, and the menopause, the 
high incidence of arthritis in middle life, and the 
effect of heat, massage, and other remedial agents 
we must admit a disturbance of the underlying 
physiological function. 

Pemberton investigated arthritis from the stand- 
point of dynamic pathology. Ina study of numerous 
cases he found a lowered basal metabolism in 20 per 
cent and delayed removal of glucose from the blood 
after its ingestion by mouth in 60 per cent. This 
condition was not diabetic. The lowered sugar 
tolerance was accompanied by a rise in the oxygen 
content of the blood. 

From his experiments Pemberton concludes that 
at least part of the rheumatic syndrome consists in 
interference with the blood flow, presumably in the 
finer capillaries. Measures to increase the flow 
through the finer capillary beds are beneficial. In 
many blood counts from arthritic patients there was 
found a tendency toward a diminution of the cellular 
elements in the first blood obtained at the extreme 
periphery. 

The disturbance in basal physiology explains the 
futility of most treatments aimed at one phase of the 
problem only. Therapeutic measures of value in- 
clude the removal of the cause, a low-calorie diet, 
colonic massage and irrigation to remove toxins, the 
use of vaccines, and the injection of non-specific 
proteins. 

The author has found that there is a close contact 
between the blood stream and the synovial fluid, and 
that substances which were thought to be prevented 
from entering the joint tissues find access to them 
by way of the blood stream and the synovial fluid. 
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Vasodilators may have a_ beneficial effect by 
dilating the capillaries about the joint. 
FRANK G. Murpuy, M.D. 


Todd, A. H.: Syphilitic Arthritis. Brit. J.Surg., 1926, 
Xiv, 200. 

The author states that syphilitic arthritis is of 
frequent occurrence and should be borne in mind 
whenever a diagnosis of arthritis is made. It occurs 
in many forms and in varying severity in all stages 
of syphilis, both congenital and acquired. 

In congenital syphilis there are two forms: 
(1) Parrot’s syphilitic osteochondritis, which is a 
juxta-epiphyseal inflammation, usually occurring in 
the first three months of life and showing the typical 
roentgen-ray picture of an irregular epiphyseal line, 
widening of the articular space, thickening of the 
periosteum, cupping of the diaphysis, and irregular 
density of the bone near the cartilage; and (2) 
Clutton’s joints, a symmetrical hydrarthrosis affect- 
ing both knees and without much pain. In both 
types, the prognosis is good if anti-syphilis treatment 
is instituted early. 

In acquired syphilis, arthritis occurs in various 
forms at every stage of the disease. There is no strict 
delimitation of certain forms to certain stages; one 
form may merge into another. Usually syphilitic 
arthritis is more severe in the later stages of syphilis 
than in the early stages. The prognosis is not good 
unless the treatment is vigorous. 

Arthralgia occurring in secondary syphilis is more 
an ache than a pain, and is chiefly nocturnal. The 
discomfort is not increased by movement. 

Hydrarthrosis in secondary syphilis may be a 
transient early hydrops or a later and more persistent 
form. The early transient hydrops usually affects 
the knees, but may be polyarticular. Fluid is 
abundant and the synovial membrane is swollen. 
The pain is moderate. The condition responds 
readily to anti-syphilis treatment. The later and 
more persistent hydrarthrosis may be chronic from 
the outset or may become chronic following an acute 
onset. It may be symmetrical, but two joints are 
seldom equally affected by it at any given time. 
There is a marked tendency to relapse, usually at 
irregular intervals. The discomfort is of moderate 
severity. The condition may disappear spontane- 
ously or may require anti-syphilis treatment. 

The plastic form of secondary syphilitic arthritis 
is much rarer than hydrarthrosis. It is characterized 
by thickening of the synovial membrane and 
especially of the perisynovial tissues. The whole 
joint seems swollen and the swelling has the shape 
of the joint cavity. There is very little fluid. Such 
fluid as there is, is turbid and thick and gives a 
positive Wassermann reaction in every instance. 
The response to treatment is very slow, but recovery 
results in most cases eventually. 

Tertiary syphilitic arthritis is characterized in the 
early stage by distention of the joint with thickening 
of the synovial membrane. At this stage the condi- 
tion usually responds quickly to anti-syphilis treat- 
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ment. The later stages, which show all degrees of 
gummatous change, may or may not respond quickly 
to treatment. 

The gummatous process may be purely local or 
may affect the entire joint. The condition may 
result from congenital or acquired syphilis. Ax- 
hausen has described two forms, the synovial and 
the osseous. 

The synovial form, occurring chiefly in children, 
is usually due to congenital syphilis. The amount of 
effusion is usually very considerable and the pain 
slight. Though the condition is called “synovial,” it 
is in reality a perisynovitis. 

The osseous form, when it occurs in children, may 
be primarily an epiphysitis. In adults it resembles 
an ordinary osteo-arthritis. The roentgenogram 
shows bony changes, but as a rule all of the structures 
of the joint are affected. This condition also may 
simulate tuberculosis very closely. The prognosis 
depends upon the amount of change that has taken 
place before treatment was begun. If the treatment 
is delayed or inadequate, gross osteo-arthritic 
changes or ankylosis may occur. This form of 
arthritis may be monarticular. 

A pseudo-rheumatic type of arthritis occurs in 
children with congenital or acquired syphilis and, 
more rarely, also in adults. In children, it sometimes 
involves several joints simultaneously, but when 
this is the case, one joint is more severely affected 
than another. It may be differentiated from 
rheumatism by the fact that it does not respond 
at all to salicylates, its rate of evolution is usually 
much slower than that of true acute or subacute 
rheumatism, keratitis occurs in about 75 per cent 
of the cases, and there is little pain. The patient 
may complain only of slight discomfort when the 
joints are moved or of stiffness. There is distention 
of the affected joints, but the joints are not red and 
there is little or no muscular wasting. The tempera- 
ture remains normal. 

In adults, the pseudo-rheumatic form of arthritis 
resembles rheumatism very closely. It occurs in 
young adults and affects several joints in rapid 
succession. There is often considerable pain which 
is increased by movement of the joints or pressure 
upon them. The joints are very tender, swollen, and 
red, and the temperature may be raised considerably. 
However, the administration of salicylates is without 
benefit, whereas anti-syphilis treatment results in a 
rapid and permanent cure. 

The pseudo-rheumatoid form of syphilitic arthritis 
closely resembles typical rheumatoid arthritis, but is 
characterized by a positive Wassermann reaction 
and responds to arsenicals and mercury. 

The diagnosis of syphilitic arthritis must be based 
upon a carefully taken family history and_ the 
history of the patient’s previous diseases and his 
present condition. Wassermann tests should be 
made on the blood and on the fluid from the affected 
joints. Usually the reaction will be positive. If the 
reaction is doubtful, the use of anti-syphilis treat- 
ment will clear up the diagnosis. The following 
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clinical features of the condition should be empha- 
sized: painlessness, symmetrical synovitis, unimpair- 
ment of health, failure to respond to salicylates, 
osteocopic pain, and associated evidence of syphilis. 
The prognosis depends upon whether or not the 
case is diagnosed early and whether or not vigorous 
anti-syphilis treatment is given and continued for a 
sufficient length of time. The results of anti-syphilis 
treatment are not nearly so satisfactory in the late 
cases asin the early ones. Frank G. Mureny, M.D. 


Ilench, P. S., and Jepson, P. N.: The Differential 
Diagnosis and Medical and Orthopedic Care of 
Several Different Forms of Chronic Arthritis. 
Med. Clin. N. Am., 1926, x, 563. 


In reporting five cases of chronic arthritis to 
illustrate the various forms of the condition classified 
according to the cause, the authors discuss the im- 
portance, from the standpoint of treatment, of a 
simplified nomenclature based upon the etiology. 
The term “infectious arthritis,” for example, would 
suggest at once the obliteration of foci of infection 
and the care of metastatic infection. In traumatic or 
irritative arthritis the trauma must be checked; 
eradication of foci is either not specifically indicated 
or of minor importance. In the senescent form of 
arthritis the treatment can be only symptomatic, 
palliative, or to a degree prophylactic since the 
cause, the retrogressive tissue changes of old age, 
are in the main unalterable. In chronic rheumatic 
fever the treatment should consist in the eradication 
of all foci as soon as possible, intensive salicylate 
medication, the local application of liniment and 
heat, and a suitable regimen and prophylaxis. In 
chronic gouty arthritis, a low-protein purin-free diet 
is indicated. The fluid intake should be increased, 
atophan administered, and physiotherapy instituted 
for the relief of the pain. 

In all of these cases, proper attention to correct 
foot balance usually gives relief. Physiotherapeutic 
measures must be carried out intelligently and 
orthopedic appliances used when needed. 


Ely, L. W.: Chronic Arthritis: Its Treatment with 
Emetin. California & West. Med., 1926, xxvi, 625. 


For two and a half years Ely has been using 
emetin in selected cases of what he refers to as the 
“second type of arthritis,” which includes osteo- 
arthritis, hypertrophic arthritis, and arthritis de- 
formans. The patient is examined for alveolar in- 
fection and if this is found it is treated. The stools 
are examined for protozoa and if these are discovered 
the full anti-parasite treatment is given. 

The full anti-parasite treatment consists in twelve 
daily injections of 1 gr. of emetin hydrochloride 
interspersed with three weekly injections of neo- 
arsphenamine beginning with 0.45 gm. and increas- 
ing to 0.9 gm. in the cases of men and c.6 gm. in the 
cases of women, and followed by six daily injections 
of 3 gr. of emetin bismuth iodide. 

When protozoa are not found in the stools, the 
neo-arsphenamine is omitted. 


If this treatment causes a fall in the blood pressure, 
a rise in the pulse, nausea, diarrhoea, or severe general 
malaise it is immediately discontinued. 

The author reviews the results in eighty-six cases. 
From these he concludes that emetin has a distinct 
value in the treatment of selected cases of chronic 
arthritis. Cuester C. Guy, M.D. 


Seelinger, P.: The Fate of Effusions of Blood in the 
Joints (Zur Frage des Schicksals von Bluterguesse.a 
in Geleaken). Alin. Wehuschr., 1926, v, 16106. 


According to general opinion, blood remains fluid 
in the joint cavities. This is attributed partly to 
ferment action, partly to the lack of fibrinogen, and 
partly to the changes effected in the fibrinogen by 
contact with the endothelium. 

Experiments performed by the author on dogs 
led to the conclusion that there is no demonstrable 
ferment inhibiting coagulation in either the synovia 
or the synovial membrane. Coagulation depends 
on whether there is movement of the joint or not. 
When the joint is moved, coagulation does not occur 
because the klood becomes defibrinated by the move- 
ment. When the joint is kept at rest after the 
effusion of blood, clotting occurs and subsequently 
the formed elements become separated from the 
clot. HACKENBROCH (Z). 


Montagne, J.: Infectious Spondylitis and Growth 
Spondylitis: A Contribution on ‘‘False Pott’s 
Disease’’ (Spondylites infectieuses et spondylites 
de croissance: contribution 4 ?ctude des “faux maux 
de Pott”). Presse méd., Par., 1926, xxxiv, 1242. 


Montagne states that spondylitis and spondylosis 
are very frequently confused in the literature. They 
are two very distinct conditions. The term “spon- 
dylosis” should be reserved for chronic inflamma- 
tions of the spinal column (chronic vertebral rheu- 
matism), and the term “spondylitis’”’ for subacute 
inflammations of the spinal column. ‘The latter are 
generally specific. ; 

Spondylosis differs from spondylitis in its sudden 
beginning in the course of convalescence from an in- 
fectious disease or in the course of a septicamia, in 
its definite etiology which can almost always be 
determined by laboratory examination, and in its 
rapid evolution toward complete recovery without 
ankylosis under orthopedic treatment with or with- 
out vaccine treatment. 

The importance of a study of these infectious 
forms of spondylitis lies in their differential diag- 
nosis from Pott’s disease. The chief forms of in- 
fectious spondylitis are those of the typhoid group, 
due to typhoid and paratyphoid bacilli, staphylococ- 
ci, etc. They are subacute forms of osteo-arthritis 
of the spinal column, and occur generally in the 
lumbar region. As they affect the perivertebral 
tissues particularly, they can be easily demonstrated 
by roentgenography. Clinically they present a 
Pott’s syndrome in which functional symptoms pre- 
dominate, especially pain and rigidity of the spinal 
column. 
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These forms of spondylitis which simulate tuber- 
culosis of the vertebra are caused by a large number 
of infections. They can generally be diagnosed by 
clinical and laboratory study and roentgen exam- 
ination. 

Another group of spondylitis cases with Pott’s 
syndrome are cases of growth spondylitis. These 
are difficult to classify because there is no history of 
infection. The condition comes on during adoles- 
cence. A diagnosis can be made only by roentgen 
examination and a study of the later course of the 
disease. This group includes the vertebral epiphy- 
sitis of adolescence described by Lance, Sorrel, and 
Delahaye, certain painful kyphoses and kypho- 
scolioses in adolescence, the vertebral infantile 
osteochondritis of Calvé, and the vertebral apophy- 
sitis of adolescence. One of the roentgen signs in 
growth spondylitis is the vertebral compression 
which heretofore has been considered peculiar to 
Pott’s disease. 

In a certain number of these cases the roentgen 
examination is negative. There is no sign of change 
in the epiphyseal lamin or of premature ossification, 
and only sometimes a slight vertebral compression 
which quickly disappears. However, the nature of 
the disease is shown by its course.’ In the author’s 
opinion these cases of growth spondylitis without 
roentgen signs are cases of attenuated staphylococcic 
osteomyelitis of the spine. 

Except in syphilitic and echinococcic spondylitis, 
the prognosis of infectious spondylitis and growth 
spondylitis is favorable. Orthopedic treatment (rest 
in bed and the application of plaster) and vaccine 
or specific treatment generally give excellent results. 
Surgical treatment (curettage, laminectomy, etc.) 
is indicated only in very serious forms of staphy- 
lococcic, streptococcic, and echinococcic spondylitis, 
and its results are uncertain. 

Auprey G. Morcan, M.D. 


Perman, E.: On Hzemangiomata in the Spinal 
Column. Acta chirurg. Scand., 1926, 1xi, 91. 


PERMAN reports the case of a woman of 24 years 
who, for two years, had had symptoms of com- 
pression myelitis and was subjected to laminectomy 
following a diagnosis of tumor of the spinal cord. 
The arch of the eighth dorsal vertebra was found to 
be hypertrophied and its osseous tissue was bleeding. 

Although the response to electrical stimulation of 
the muscles of the leg was almost entirely abolished, 
the operation was followed by complete recovery of 
mobility as well as of sensibility. 

Microscopic examination showed the tumor to be 
a hemangioma. According to the roentgenological 
examination, it had infiltrated the entire vertebra. 
The roentgenogram had a characteristic finely reticu- 
lated appearance. 

The literature reveals similar cases in which death 
resulted from compression myelitis. The most 
prominent features of the clinical picture have been 
compression symptoms. Root pains have not 
occurred. Symptoms from the spinal column have 


been absent or have appeared only in the later stages 
of the condition. In one case the vertebra infiltrated 
by the tumor was entirely compressed. In Perman’s 
opinion a case reported by Gold and differently 
interpreted by him was a case of hamangioma of the 
spinal column. 


Key, J. A.: The Treatment of Tuberculosis of the 
Hip. J. Missouri State M. Ass., 1926, xxiii, 388. 


In the treatment of tuberculosis of the hip the 
patient’s economic condition is an important factor. 
A tuberculous hip can never be restored to normal, 
however early the treatment is begun or however 
faithfully it is carried out. The best result that can 
be hoped for is a firmly ankylosed joint in good posi- 
tion. Such a joint is useful, painless, and safe from 
a recurrence of the disease. 

In the average case in a child, conservative treat- 
ment requires about four years. Therefore, arthro- 
desis, the accepted method of treatment for adults, 
is being more generally recommended for younger 
patients. For patients over 10 years of age, Key 
advises operation if the disease does not show signs 
of permanent arrest as he believes that no attempt 
should be made to obtain motion in a tuberculous 
hip unless the case is being treated by heliotherapy 
in a special heliotherapy institute. However, he 
cautions against operation in a fulminating case with 
fever, great local swelling, and heat, rapidly increas- 
ing abscesses, and progressive loss of weight. 

He describes an operation for arthrodesis of the 
hip which is performed with the Smith-Petersen 
incision and a technique of his own in which the 
trochanter is loosened and shifted inward and 
osteoperiosteal grafts are placed between the ileum 
and the neck of the femur. Cuester C. Guy, M.D. 


Henderson, M. S.: Surgical Lesions of the Hip 
Joint. Surg., Clin. N. Am., 1926, vi, 1283. 


The author first describes the hip joint and the 
structures of importance about it and discusses the 
reasons for its great stability and the difficulty of 
exposing the joint. The joint may be entered 
anteriorly, laterally, or posteriorly. Henderson uses 
the Smith-Petersen technique, but makes a long 
elliptical incision from midway between the antero- 
superior and posterosuperior spine, posterior to the 
great trochanter and then anteriorly below the 
trochanter. In this way contamination of the groin 
is avoided. 

Seven cases are reported in detail—a case of con- 
genital dislocation of the hip in which the shelf 
operation was done to give stability to the joint and 
prevent further upward dislocation; two cases of 
tuberculosis of the hip in which arthrodesis was per- 
formed and ai. of bone thrown down from the 
ilium over the t per end of the femur; a case of 
osteo-arthritis with destruction and overgrowth of 
the head of the femur, in which the head was removed 
and the neck placed in the acetabulum at the time of 
the correction of the deformity, the reconstruction 
operation being advised because of failure of the 
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arthrodesis operation in this type of case; two cases 
of ankylosis of the hip in which an arthroplasty was 
done with the use of fascia lata around the re- 
modeled head after the acetabulum had _ been 
reamed out (the type of patient has a great deal to 
do with the final results of this operation as the 
patient’s co-operation is necessary); and a case of 
fracture of the neck of the femur in which the frac- 
ture ends were freshened and a graft from the fibula 
was introduced through the trochanter into the neck 
and head. 

The author states that in ununited fracture of the 
hip excellent functional results can be obtained by 
the bone-grafting method in from 75 to 80 per cent 
of properly selected cases. 


Balensweig, I.: Femoral Osteochondritis of Adoles- 
cents and Its Sequelz; Epiphyseal Separation 
of the Hip. Surg., Gynec. & Obst., 1926, xliii, 604. 

The author reports eighteen cases with twenty 
instances of separation of the femoral capital epiph- 
ysis. The cases were equally distributed between 
the two sexes. The average age of the patients was 
13.3 years. Nine of the patients were overgrown. 
Fifteen of the hips had been subjected to mild 
trauma, but in no instance was the injury severe 
enough to cause a fracture in a normal child of the 
same age. There was an ultimate shortening of 
f.om 4% to 1 in. The average was /% in. 

Following a discussion of the réle of infection, 
rickets, endocrine dysfunction, and trauma in the 
development of the condition, the author states that 
there is a striking relationship between osteo- 
chondritis deformans juvenilis and femoral osteo- 
chondritis of adolescence. He believes that the 
cause is a low-grade infection, and that trauma and 
endocrine dysfunction are contributory factors. 

Attention is called to the following sequence: first 
decade, Legg-Calvé-Perthes’ disease; second decade, 
femoral osteochondritis complicated by varying 
degrees of slipping of the capital epiphysis; third 
decade and later, osteo-arthritis. 

Daniev H. Levintuat, M.D. 
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Pitzen, P.: Experimental Investigations on the 
Prevention of Adhesions in the Transplanta- 
tion of Tendons and the Production of a Rigid 
Connective Tissue by Chemical Means in the 
Treatment of Orthopedic Conditions (Ixperi- 
mentelle Beitraege zur Verhuetung von Verwach- 
sungen bei Sehnenverpflanzungen und zur Erzeugung 
eines straffen Bindegewebes mit chemischen Mitteln, 
soweit es fuer die Behandlung orthopaedischer Leiden 
in Betracht kommt). Zéschr. f. orthop. Chir., 1926, 
xlvii, 385. f 

The author reports experiments in which he at- 
tempted to find a means of preventing the formation 
of adhesions between a transplanted tendon and 
the surrounding structures. Especially in the 
vicinity of fascia and bones, the formation of dense 


adhesions must be prevented for at least six weeks. 
The mobilizing exercises then begun will prevent 
further difficulty. 

Pitzen employed in his experiments autoplastic 
fatty tissue, fascia, tendon sheath, veins, and _peri- 
toneum; homoplastic tendon sheath; heteroplastic 
material (which, because of its preparation, was 
really of the nature of alloplastic material) such as 
hernial sac, fatty tissue prepared in various ways, 
and pig’s bladder; and alloplastic material such as 
paper bandage steeped in glycerine, parchment 
paper, celloidin, and celluloid. 

Even though the conditions of the experiment were 
rendered intentionally as unfavorable as possible, 
the formation of adhesions was prevented by auto- 
plastic fatty tissue, fascia, and peritoneum and by 
alloplastic paper bandage, parchment paper, and 
celloidin. When heteroplastic materials were em- 
ployed, suppuration and extrusion from the wound 
occurred in every case except one. 

The second part of this report deals with experi- 
ments in the production of a strong, dense connective 
tissue. Such tissue would be desirable in all cases 
of corrected deformities in which apparatus and 
splints must be worn until the lax tissues become 
adapted to the new conditions produced by the cor- 
rection and are able of themselves to prevent a 
recurrence of the faulty posture. Since recurrence 
is not always preventable by the wearing of appa- 
ratus and since the use of apparatus is not always 
possible, a chemical or other method of hastening 
the process would be of great value. 

The experiments reported show that the growth 
of connective tissue is markedly hastened only when 
there is a local emigration of leucocytes. A develop- 
ment of connective tissue of any practical impor- 
tance was observed by the author only in regions 
where abscesses were formed. 

The materials used to stimulate the formation of 
connective tissue included paper bandage soaked in 
chemotactic substances such as alkali-albuminates 
of liver and muscle tissue, casein, oil of turpentine, 
and alcohol, formalin, fibrin, and ‘‘Wundol” used 
with or without paper. None of these substances 
produced a dense connective tissue in sufficient 
quantity to act as a substitute for the wearing of 
apparatus. WoHLAUER (Z). 


Bennett, G. E.: The Use of Fascia for the Re- 
Enforcement of Relaxed Joints. Arch. Surg., 
1926, xiii, 655. 

There is sometimes found in young persons a type 
of relaxed knee which functions normally in ordi- 
nary activity but does not permit participation in 
active rugged athletic pursuits. Examination shows 
the anterior crucial ligament to be stretched, at- 
tenuated, or torn, but as a rule the semilunar car- 
tilage is intact and normal. The disability permits 
outward rotation of the tibia and an increase in the 
abduction of the tibia when the leg is in a semiflexed 
position. When the patient attempts to make a 
sudden turn with the leg slightly flexed and the 
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thigh adducted, a pseudo-locking or slipping out of 
the knee occurs. 

The operation advocated by the author for these 
cases is designed to re-inforce the capsule of the 
joint in such a way that it will help to sustain the 
leg when it is in this position and will act as a sub- 
stitute for the anterior crucial ligament. 

The joint cavity is opened by an incision medial to 
the inner border of the patella. The débris or fringes 
of the crucial ligaments are removed and closure is 
made by overlapping the ligamentous structure and 
drawing the capsule as tightly as mattress sutures 
will permit. The fascial covering of the capsule is 
treated by the same overlapping method. In this 
way there is formed a thick ligament extending from 
the inner border of the patella obliquely across the 
joint. In a few recent cases the author has added 
strips of fascia to the plication of the capsule re- 
enforcement of the lateral border of the internal 
ligament. 

After the operation, plaster of Paris is applied for 
from four to six weeks, and at the end of that time 
gradual exercise and development of the quadriceps 
and hamstring muscles is begun. 

In five of the six cases operated upon in which 
Bennett has used this method the results have beep 
excellent. 

The operation is indicated only after all con- 
servative measures have failed. 

In cases of recurrent dislocation of the shoulder, 
the joint is approached through an anterior incision 
extending from the acromion process downward, 
separating the fibers of the deltoid and exposing the 
anterior and inferior part of the capsule. ‘The tendon 
of the long head of the biceps is identified and used 
as a guide to the line of fascial suture. A strip of 
fascia is taken from the fascia lata, fixed to the 
Gallie type of needle, and, the arm being rotated 
externally, is laced into the capsule in a zig-zag 
fashion. The capsule is then drawn taut and the 
lacing fixed firmly to the capsule by chromic catgut 
sutures. The fascia is then passed through the tip 
of the acromion process either by a needle or 
through a drillhole in the process, fixed at this 
point, and re-attached to the anterior part of the 
capsule. The technique is shown in excellent 
illustrations. 

After the operation the arm is immobilized in a 
Velpeau bandage for a period of four weeks, and at 
the end of that time gradual use is begun. 

A. Gorriies, M.D. 


Henderson, M.S.: Surgical Treatment for Residual 
Infantile Paralysis. Minnesota Med., 1926, ix, 621. 
“very case of infantile paralysis should be care- 
fully studied before operation is performed. ‘The 
type of patient and his social status should be taken 
into consideration as stability must often be secured 
at the cost of comfort. Before operation is under- 
taken, sufficient time must have elapsed for the 
paralyzed muscles to have regained maximal power. 
It is generally accepted that plastic operations should 


not be performed before the lapse of eighteen 
months, but manipulation and tenotomy for the cor- 
rection of deformity may be carried out earlier. The 
distribution of the paralysis may be such that opera- 
tion would not be worth while. 

Two types of operations for infantile paralysis are 
discussed: 

1. Procedures for the correction of deformities. 
These include manipulation followed by retention 
of the part in the proper position after the correction, 
tenotomy, the stripping operation, the stripping of 
the os calcis in pes cavus, and the stripping of the 
tensor fascia femoris from the iliac crest for the 
correction of flexion deformity of the hip. 

2. Procedures to increase function, which are 
usually employed in cases without deformity. In 
tendon transference the muscle used should nearly 
approach the muscle for which it is substituted since, 
after transference, there is often a 50 per cent loss 
of power. ‘The most common operations of this type 
are the transference of the tibialis anticus to replace 
the peroneus longus or vice versa, and the trans- 
ference of the hamstrings into the patella in cases 
of flail knee. Frequently performed stabilizing 
operations are Whitman’s astragalectomy with back- 
ward displacement of the foot; triple arthrodesis in 
which the subastragaloid and midtarsal joints are 
arthrodesed; shoulder arthrodesis with the arm in 
abduction of from 75 to 80 degrees and forward 70 
degrees, the mobility of the scapula being utilized; 
fusion of the spinous processes and laminw in 
paralytic scoliosis of the structural type; and the 
bone block operation, of the Campbell type, for 
drop-foot. 


Dorrance, G. M., and Wagoner, G. W.: Osteo- 
periosteal Bone Graft. J. Am. M. Ass., 1926, 
Ixxxvii, 1433. 

The authors believe that in the hands of the 
average surgeon the osteoperiosteal bone graft gives 
better results than the Albee inlay. Jn experiments 
on dogs they found the use of the former successful 
in the repair of bone defects and the ankylosis of 
joints by bridging. In clinical cases they have used 
them with good results in the treatment of ununited 
fracture of the humerus, skull defects, and fracture 
of the jaw. 

They emphasize that when ankylosis is at- 
tempted it is advisable to lay the graft extra- 
articularly. Rosert V. Funsten, M.D. 


Sénéque, J.: The Late Results of Resection of the 
Elbow (Résultats éloignés des résections du coude). 
Presse méd., Par., 1926, Xxxiv, 1351. 

This article is based on a recent report by Comte 
of Lyons on the late results of resection of the elbow 
performed by Ollier in cases of tuberculosis and 
ankylosis of the elbow. The cases have been fol- 
lowed up for from five to sixty years. Comte re- 
ports the power and degree of the different move- 
ments of the elbow and illustrates his case histories 
with roentgenograms. 
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The statistics include fifty-five cases of tuber- 
culosis of the elbow in which Ollier performed re- 
section by his method. Eleven were followed up for 
from five to ten years, thirteen for from ten to twenty 
years, ten for from twenty to thirty years, thirteen 
for from thirty to forty years, six for from forty 
to fifty years, and two for from fifty to sixty years. 

Eighteen of the patients were operated upon be- 
tween the fourteenth and twentieth years of age, 
twenty-four between the twentieth and thirtieth 
years, six between the thirtieth and fortieth years, 
four between the fortieth and fiftieth years, and 
three between the fiftieth and sixtieth years. Al- 
though it is very unusual to operate upon patients 
more than 50 years of age, Ollier obtained good re- 
sults in two of his three patients who were older 
than 50 years. In the remaining case a flail joint re- 
sulted, but when the arm was supported in a sling 
the patient was able to write and to do light work. 
He is not able to hold any weight with the arm in 
the horizontal position, but when it is hanging down 
he can hold a weight of 20 kgm. 

Comte classifies the functional results as very good 
when the force and extent of the movements exceed 
two-thirds the normal; as good, when one of the 
two factors does not reach this level but is not 
less than a third normal; as quite good, when one of 
the two factors falls below a third of the normal; 
and as poor when a nearthrosis has not been formed 
and when there is more or less complete ankylosis 
or a flail joint. As the object of Ollier’s resection is 
mobilization, Comte classifies the results as poor 
also in cases of ankylosis in good position. In 
other statistics these are classified as good. 

According to this classification, the results were 
very good in twenty-six cases, good in fifteen, fairly 
good in eight, and poor in six. Among the cases with 
poor results were four with ankylosis. In three of 
the latter a secondary operation was performed with 
good results. In the other, the ankylosis did not 
develop until ten years after the resection and a 
second operation was not performed. In the two 
other cases with poor results there was a flail joint, 
but the patient is able to write and to do light work 
with the arm supported. 

From these findings it is evident that a satisfac- 
tory result was obtained in fifty-five cases (95 per 
cent). In 48 per cent of the latter the force and 
range of motion of the arm operated upon were 
practically equal to normal. 

The anatomical and functional results are not 
necessarily parallel. ‘The anatomical result may be 
good and the functional result poor and vice versa. 
This is shown by the roentgenograms. When Ollier’s 
results are compared with those of other surgeons 
they are found to be definitely superior. ‘The special 
feature of Ollier’s method is subperiosteal resection. 
Comte describes the technique in detail. 

The statistical study of the results of resections 
for ankylosis included twelve resections for arthritis. 
The results were very good in eight cases, good in 
two, fairly good in one, and poor in one. In the 


cases with a poor result the ankylosis recurred, but 
a good result was obtained by a second operation. 
There were also nine resections for ankylosis follow- 
ing trauma. Four were total resections and five 
were semiarticular humeral resections. In three of 
the four cases of total resection a very good result 
was obtained. In the other, the ankylosis recurred 
but was corrected by a second resection. In the 
five cases of semi-articular humeral resection the 
result was very good in four and good in one. 
Accordingly, the results were satisfactory in all of 
the cases of this group. In 76.5 per cent they were 
very good, in 19 per cent good, and in 4.5 per cent 
fairly good. 

The most important statistics on arthroplasty are 
those of American surgeons. Statistics on 126 cases 
in which this operation was done show good results 
in 75 per cent, mediocre results in 16 per cent, and 
poor results in 6 per cent. Lexer in 1925 reported 
eighty-four arthroplasties with four poor results 
and two doubtful results. 

From this study the conclusion is drawn that, in 
the case of the elbow, resection has proved superior 
to arthroplasty. Aubrey G. MorGan, M.D. 


Nussbaum, J.: Late Results of Operation for Wry 
Neck (Ueber Spaetresultate nach  Schiefhals- 
operationen). Beitr. s. klin. Chir., 1926, cxxxvi, 573. 


The author discusses the various theories regard- 
ing the etiology of wry neck and the operative meth- 
ods for the correction of the condition. 

In 76 per cent of forty-seven cases in which an 
operation with partial removal of the sternocleido- 
mastoid muscle was done in the period from 1912 to 
1923, subsequent examination showed a corrected 
posture of the head and the ability to move the head 
freely in all directions. In eleven cases the functional 
result was not entirely satisfactory. Asymmetry 
of the face was present before the operation in forty 
of the forty-seven cases. In twenty-four of these 
forty cases the face was entirely symmetrical at the 
time of the subsequent examination although in 
half of them the asymmetry had been present for 
from eight to seventeen years. 

A transverse skin incision just above the clavicle 
gave the most satisfactory scar. In one case there 
was a familial history of wry neck. The father and 
both children of a second marriage (transverse pres- 
entation and forceps delivery) showed the con- 
dition. whereas ten children by the first wife were 
entirely free from it. 

The author recommends bandaging to fix the 
head in the corrected position and the use of exer- 
cises to overcome the scoliosis. 

Von HorrMann (Z). 


Speed, J.S.: Reconstruction Operation on the Hip. 
J. Am. M. Ass., 1926, \xxxvii, 1631. 

Operative reconstruction of the hip has its widest 
application in the following conditions: congenital 
dislocation of the hip in which reduction is impossible 
or the femoral head cannot be held in the acetab- 
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ulum after reduction; paralytic dislocation asso- 
ciated with poliomyelitis; and ununited fractures 
of the neck of the femur after the possibility of 
bony union has passed. 

In these three conditions the reconstruction oper- 
ation has for its object the restoration of stability 
and the preservation of motion, i.e., the formation 
of a hip which will support the body weight suffi- 
ciently well to permit sitting and a reasonable 
amount of walking without pain or other discom- 
fort. 

In congenital dislocation of the hip the indica- 
tions for a reconstruction operation are the following: 

1. The cases of young children in which the 
position of the femur cannot be retained after closed 
reduction, the shallow acetabulum allowing the head 
to slide up over the rim. In such cases the recur- 
rence of the dislocation may be prevented by turning 
bone down from the lateral surface of the ilium to 
deepen the acetabulum. 

2. The cases of older children in which reduction 
is impossible by either closed or open methods. 
In these, a new acetabulum must be formed at a 
higher level on the ilium. 

3. The cases of adults suffering from pain and 
instability of the hip. In these cases the acetabulum 
must be deepened with the use of bone from the 
ilium. 

In paralytic dislocation due to poliomyelitis all 
operations on the soft parts have failed as the struc- 
tures soon stretch, allowing the femoral head to 
become redislocated. ‘To keep the head from slip- 
ping out, a sufficient bony support from the upper 
part of the acetabulum must be provided. A most 
satisfactory operation is that devised by Campbell 
which consists in fracturing loose the entire upper 
portion of the socket and displacing it for about 1 
in. over the head of the femur, thus extending the 
roof of the acetabulum. 

In ununited fractures of the femoral neck opera- 
tion is indicated when there is marked atrophy of 
the head with absorption of the greater portion of 
the neck or excessive shortening due to such marked 
ascent of the trochanter that the remainder of the 
neck lies above the acetabulum. It is indicated 
also when the patient’s economic status requires a 
rapid convalescence and the assurance of a stable 
hip. The operations performed in such cases are 
the Lorenz bifurcation operation and the Brackett, 
Albee, and Whitman operations. The author has 
found Whitman’s operation the most satisfactory. 

A. Gortt.ies, M.D. 


Hey Groves, E. W.: Some Contributions to the 
Reconstructive Surgery of the Hip. Lancet, 
1926, ccxi, 1055. 

The author advocates operative reconstruction of 
the hip in the following conditions: 

1. Fractures of the neck of the femur. In prefer- 
ence to the use of Whitman’s method of reduction, 
Groves fixes the fracture by means of a bone peg. 
This gives a much more certain and perfect union. 


Six weeks after the pegging the patient is allowed to 
walk with a caliper. In cases of old fractures it may 
be of value to employ a living bone peg taken prefer- 
ably from the fibula. The peg is inserted blindly, 
i.e., without exposure of the joint. Slipped epiphysis 
should also be treated by the pegging operation. 

2. Ankylosis of the hip. .Hey Groves advocates 
as a substitute for the uncertain arthroplasty some 
form of excision of the head of the femur. To secure 
both mobility and stability after the excision, he 
uses the capsular ligament as an envelope for the cut 
neck of the femur and cuts the excised head of the 
femur into two fragments and affixes it to the upper 
margin of the acetabulum. The first procedure 
secures mobility, and the last, stability of the head 
in the acetabulum. 

3. Congenital dislocation of the hip. In old cases, 
open reduction is essential. The femur is best fixed 
in the socket by forming a new rim to the socket by 
turning down a part of the outer surface of the iliac 
bone, the method most frequently used, or by cutting 
the capsule from its attachment to the pelvis, tying 
it around the head of the femur, gouging out the 
acetabulum, and placing the head of the bone, 
wrapped in the capsule, in the socket and anchoring 
it by stitches which fix the capsule to the floor of the 
acetabulum. 

4. Infantile paralysis affecting the hip muscles. 
The lost abductors may be replaced by using the 
tensor fasciz femoris or the erector spine muscles. 
Neither of these muscles alone can make a very 
efficient abductor, but when both are combined an 
efficient abductor of the hip is formed. 

A. Gortiies, M.D. 


FRACTURES AND DISLOCATIONS 


Mueller, W.: The Importance of Nerve Block 
Anesthesia in the Treatment of Fractures 
and Dislocations (Die Bedeutung der Leitungs- 
anaesthesie fuer die Behandlung der Frakturen 
und Luxationen). Med. Klin., 1926, xxii, 327. 

At the Marburg Clinic, conduction anesthesia has 
been found of great value in the treatment of frac- 
tures and dislocation in patients over 17 years of 
age. The chief advantage of general anesthesia, 
the exclusion of psychic elements, is of less im- 
portance in the treatment of fractures and dis- 
locations as this does not involve extensive surgical 
procedures. Local anesthesia has greater advan- 
tages. It does not require emptying of the stomach 
and is not preceded or followed, as is general 
anesthesia, by a stage of excitement which is very 
unfavorable in fractures. Moreover, it facilitates 
X-ray control during and after the reduction. Of 
great importance in conduction anesthesia is the 
associated complete relaxation of the muscles which 
lasts for several hours. 

In fractures and dislocations of the arm the plexus 
anesthesia of Kulenkampff is induced, and in those 
of the leg the various nerves are excluded according 
to the method of Laewen. The sciatic nerve is in- 
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jected according to the method of Keppler at its 
point of exit from the sciatic notch, and the femoral 
nerve is injected under Poupart’s ligament 1 cm. 
lateral to the femoral artery. The obturator nerve 
is reached at the external margin of the obturator 
foramen, at a point one fingersbreadth below the 
spine of the os pubis, the needle being introduced 
upward and outward. The cutaneus femoris lateralis 
nerve is blocked according to the well-known method 
of Nystroem by a subcutaneous injection below the 
anterior superior spine of the ilium. 

In conclusion, the author states that conduction 
anesthesia should be used more generally in the 
treatment of fractures and dislocations. It is espe- 
cially indicated if, as at the Marburg Clinic, con- 
siderable importance is attached to the manner 
in which reduction is effected and the reduction of 
dislocations is not left entirely to continuous trac- 
tion. Dromp (Z). 


Simon, R., Stulz, E., and Lenormant, C.: Osteo- 
synthesis with a Buried Prosthesis in Com- 
plicated Diaphyseal Fractures (De l’ostéosyn- 
thése 4 prothése perdue dans les fractures dia- 
physaires compliquées). Bull. ef mém. Soc. nat. de 
chir., 1926, lii, 562. 

In the treatment of complicated fractures by im- 
mediate osteosynthesis the authors were unable to 
obtain entirely normal solid union without com- 
plications in a single instance. Solidification was 
generally delayed, the callus was often excessive, 
and the occurrence of infection frequently made it 
necessary to re-open the wound for drainage and dis- 
infection. In some cases a secondary sequestrectomy 

yas required. 

Since callus results from the ossification of con- 
nective tissue which is organized around the frag- 
ments at the expense of the muscles and torn perios- 
teum in contact with the haemorrhagic foci, Simon 
and Stulz attribute delay in the formation of callus 
to the surgical cleansing of the fracture site—the 
evacuation of effused blood, the ablation of muscle 
tissue and aponeurosis, and the cleansing of the 
bone fragments—whereby the conditions necessary 
for callus formation are disturbed. Because of these 
procedures, only the interfragment callus is formed, 
and this requires a long time even when there is 
perfect bony apposition. 

The large callus with imperfect osteogenesis is at- 
tributed to extensive stripping away of the perios- 
teum and the action of the metallic prosthesis. 

The open treatment of fractures increases the 
danger of infection, osteitis, and fistula formation. 

In support of primary osteosynthesis for com- 
pound fractures Dujarier cited war methods. Most 
war fractures were treated by débridement and the 
use of apparatus. Depage introduced secondary 
closure after disinfection. In 1917, primary suture 
after surgical cleansing was begun, but Duval and 
Picot did a primary suture in only 50 per cent of 
complicated fractures. The method was not gener- 
ally applicable, and even when it was followed by 


primary healing did not always prevent the develop- 
ment of osteitis. Lenormant is of the opinion that, 
during the war, experience with primary osteosyn- 
thesis in complicated fractures was limited and that 
this procedure should not be used in civil practice. 
In twenty-one fractures of the upper and lower ex- 
tremities Lenormant did a primary suture without 
osteosynthesis in thirteen with four serious failures 
(death in two cases, amputation in one), and a 
primary osteosynthesis in eight with four serious 
failures (two deaths). 

With regard to the treatment of compound frac- 
tures Lenormant cites the war procedure of Leriche, 
viz., cleansing of the site followed by primary suture 
to transform the open fracture into a closed fracture 
and then the usual treatment of closed fracture, in- 
cluding secondary osteosynthesis if necessary. This 
method was used also by Duval and Picot during 
the war. However, primary suture requires a careful 
selection of cases, a perfect technique, and close 
observation of the patient. During the war, surgeons 
lived practically in the midst of the wounded and 
were able to note the onset of the slightest change. 
Moreover, the suturing of war fractures was done 
with an extremely accurate bacteriological control. 
In the treatment of compound fractures sustained 
in civil life, Leriche leaves the wound open after 
cleansing it, does a secondary cutaneous suture, 
and performs an osteosynthesis after from ten to 
fifteen days. 

Lenormant distinguishes two types of compound 
fractures: (1) fractures with a small linear or 
punctate wound involving only the skin, and (2) 
true compound fractures with large wounds, lacer- 
ation of the muscles, and multiple spicules. The 
former require only disinfection of the superficial 
wound and the application of an apparatus as in 
simple fracture. Healing usually results as in simple 
fracture. In fractures of the second type Lenormant 
does a débridement, leaving the wound unsutured, 
applies a dressing and apparatus, and sutures or 
performs a secondary osteosynthesis later. This 
treatment is long and tedious, requires careful dress- 
ings, the devising of apparatus suitable for the par- 
ticular case, and repeated X-ray examinations, but 
gives the best results. 

Simon and Stulz believe that in compound diaphys- 
eal fractures immediate osteosynthesis with a buried 
prosthesis is contra-indicated and that early second- 
ary osteosynthesis has the same indications as in 
simple fractures. The immediate operation should 
consist in surgical cleansing of the fracture site by 
the removal of contused tissue, free spicules, and 
soiled fragments, and the suturing of the integu- 
ments. If disinfection is complete, the wound will 
heal by primary intention. In this manner the com- 
pound fracture is transformed into a simple fracture 
which may be treated as such. If necessary, second- 
ary osteosynthesis may be done on about the tenth 
day. In some cases plaster or continuous extension 
will be sufficient to obtain solid union. 

Wa cter C. Burket, M.D. 








Perthes, G.: The Results of Operations for Habit- 
ual Dislocation of the Shoulder, with Special 
Consideration of Our Method (Ueber Ergebnisse 
der Operationen bei habitueller Schulterluxation, 
mit besonderer Beruecksichtigung unseres Ver- 
fahrens). Deutsche Ztschr. f. Chir., 1925, exciv, t. 


The outlook for a permanent cure of habitual 
dislocation of the shoulder is most favorable when 
it is possible to correct the underlying anatomical 
changes. The chief factor responsible for habitual 
dislocation is insuflicient healing of the rent in the 
capsule received at the original injury. One of the 
two locations in which such a rent occurs most fre- 
quently is the region of the greater tuberosity. In 
this area it occurs as the result of the action of the 
supraspinatus, infraspinatus, and teres minor mus- 
cles. Not rarely a part of or all of the major tuber- 
osity is torn off. When the muscle insertions which 
are torn off at the first dislocation become healed 
more posteriorly, the muscles are no longer able to 
hold the head of the humerus in its proper position. 

The other most common site of capsular tears is 
the anterior margin of the glenoid cavity. Not 
rarely a portion of the limbus or even of the bony 
margin of the glenoid cavity is torn off. Under such 
circumstances the head of the humerus loses its grip 
anteriorly and glides over the anterior surface of 
the neck of the scapula. Not rarely a wedge-shaped 
depression is found in the head of the humerus, 
posterior and internal to the greater tuberosity. 
This is the result, and not the cause of, the habitual 
dislocation. It is produced by the pressing of the 
head of the humerus against the anterior edge of the 
glenoid fossa. Free bodies in the joint are not un- 
common. ‘The only treatment of these cases is 
surgical. 

A skin incision is made at the anterior margin of 
the deltoid muscle, beginning at the coracoid proc- 
ess, and perpendicular to this an incision of the 
acromion is made. In the plane of the latter incision 
the anterior portion of the deltoid muscle is cut. 
The joint capsule then lies freely exposed. The cap- 
sule is opened by a longitudinal incision rhade in the 
intertubercular sulcus. At the upper end of this 
incision a transverse incision is made either anterior- 
ly or posteriorly. ‘The joint cavity is then palpated. 
In rupture of the capsule at the greater tuberosity 
the posterior portion of the capsule is found to be 
very wide. The end of the retracted muscle is 
grasped and drawn out, and, after external rotation 
of the arm, is fixed in position with wire. 

In rupture of the capsule at the inner edge of the 
glenoid cavity the finger reaches over a bony ridge 
into an accessory cavity of the joint in front of the 
neck of the scapula. To render this region more ac- 
cessible, the muscles arising from the coracoid proc- 
ess are temporarily displaced by chiseling off the 
tip of the coracoid process. This is pulled inward 
and downward with the pectoralis minor, the 
coracobrachialis, and the short head of the biceps, 
the anterior surface of the joint capsule being there- 
by rendered more accessible. When the capsv'ar 
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incision is lengthened anteriorly, the anterior rim 
of the glenoid cavity is well exposed and the en- 
trance to the diverticulum in front of the scapula 
is made visible. Then, with a loop of wire passed 
through the rest of the anterior margin of the glenoid 
cavity, the joint capsule is fixed to the inner margin 
of the glenoid cavity. This having been done, the 
capsular incision and thé coracoid process are 
sutured. 

After the operation the arm is bandaged for four- 
teen days first in right-angled abduction and then in 
abduction at an acute angle. Three weeks after the 
operation, motion, hot air treatment, and massage 
are begun. Clinical care is given for about two 
months. 

In eleven cases so treated there were no recur- 
rences. In four cases the period of observation was 
ten years and in three it was less than three years. 
In all of the cases the patient regained good function 
of the shoulder and complete use of the arm. The 
period required for the return of free motion of 
the shoulder ranged from three months to one and 
a half years, depending chiefly upon the zeal of the 
patient. Sraut (Z). 


Rupp, F.: A Simplified Operative Procedure for 
Habitual Dislocation of the Shoulder (Ueber 
ein vereinfachtes Operationsverfahren bei habitueller 
Schulterluxation). Deutsche Ztschr. f. Chir., 1926, 
CxCviii, 70. 

The intracapsular portion of the biceps tendon 
begins at the upper margin of the glenoid fossa and 
extends in an arched course over the head of the 
humerus. When the tendon becomes tense, the semi- 
circular arch tends to become flattened when the 
arm is raised. This causes considerable pressure on 
the head of the joint which, under pathological con- 
ditions such as those present in habitual dislocation 
of the shoulder, may be sufficient to displace the head 
from the fossa. 

The new operative procedure described by the 
author is based on these anatomical considerations 
and the findings of experiments performed on cada- 
vers. The sheath of the biceps is split in the sulcus 
and the tendon on each side is sutured with silk to 
the periosteum and bone. This results in functional 
exclusion of the intracapsular portion of the biceps 
tendon and the prevention of pressure on the head. 

In the one case which has been operated upon in 
this manner there has been no recurrence of the dis- 
location for nine months. Brock (Z). 


Mackenzie, J. F.: A Simple Method of Treating 
Fractured Clavicle. Med. J. Australia, 1920, ii, 
485. 

In the treatment of fractures of the clavicle, 
Mackenzie puts the patient to bed, brings the affect- 
ed side to the edge of the bed, and allows the arm of 
the injured side to hang straight down toward the 
floor. This position is maintained for four hours. 
Then, for the remainder of the treatment, the patient 
is allowed to rest his elbow on a pillow on a chair 
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beside the bed in an easy position but yet with some 
slight drag on the shoulder. ‘Two cases are reported, 
one that of a man 65 years of age and the other that 
of a young male adult. In both, the treatment gave 
immediate relief from the pain and an excellent 
result. 

The author states that he has never had a failure 
with this method and has used it for years. 

FRANK G. Murpuy, M.D. 


Roux-Berger, J. L.: Fractures of the Humerus and 
Radial Paralysis (fractures de l’humérus et 
paralysie radiale). Bull. et mém. Soc. nat. de chir., 
19206, lii, 551. 

In an aviation accident an army officer sustained 
an oblique fracture of the middle of the humerus 
with marked displacement and complete radial 
paralysis. Attempted reduction gave a mediocre 
result and did not affect the paralysis. Eight days 
after the accident, Roux-Berger exposed the fracture 
and nerve by an incision along the external bicipital 
groove. The contused but unsevered radial nerve 
was found tensely stretched over the displaced lower 
fragment. Reduction was effected easily and was 
maintained by a wire. Solid union resulted and 
movements re-appeared in the region of the radial 
nerve in about two months. 

A young woman sustained a fracture of the middle 
of the humerus in an automobile accident. Tentative 
reduction was effected. For ten days the patient 
had considerable pain. On the twelfth day, radial 
paralysis developed. On the twentieth day an elec- 
trical test showed a reaction of complete degenera- 
tion. The X-ray revealed a sharp point on the lower 
fragment. At operation on the twenty-fifth day the 
nerve was found pierced by a bony spicule on the 
lower fragment. The nerve was freed, the point 
smoothed off, and a flap of muscle interposed be- 
tween the nerve and the bone. No osteosynthesis 
was done. The fracture united without complica- 
tions. Two months later movements of the wrist 
were possible and thereafter became continuously 
better. 

Although spontaneous recovery might have oc- 
curred in the first case, the author regards it as in- 
advisable to leave a radial nerve stretched on the 
cutting edge of a bony ridge. Verification of the 
condition of the nerve does not necessitate osteo- 
synthesis. Schwartz prefers operative verification 
of the condition of the radial nerve after union of 
the fracture, but Roux-Berger emphasizes that oper- 
ation is much easier and more efficacious when per- 
formed soon after the accident. 

Wa tter C. Burket, M.D. 


Clayton, C. F.: Fractures of the Forearm. South. 
M.J., 1926, xix, 798. 

Venable, C. S.: Fractures About the Elbow. South. 
M.J., 1926, xix, 806. 


CLAYTON reviews the surgical anatomy of the 
forearm and discusses the mechanism and diagnosis 
of common fractures. He describes and shows by 


illustrations two simple splints which can be used in 
the treatment of practically all forearm fractures, 
one to be employed when the immobilization and 
traction are to be made in the mid-pronation posi- 
tion, and the other when they are to be made with 
the arm in full supination. 

For cases in which both bones are fractured he 
recommends immobilization of the wrist and elbow 
with the elbow in a right-angle position. In all 
fractures of both bones with displacement and all 
fractures of one bone with overriding, continuous 
traction with immobilization is indicated. 

Fractures of the upper third of the ulna with dis- 
location of the radial head should be put up in 
supination, while fractures of the ulna with displace- 
ment of the fragments toward the radius should be 
treated in mid-pronation. 

Clayton emphasizes the importance of perfect 
anatomical restoration in Colles’ fractures, even 
when they are impacted and must first be broken up. 
He treats them with the wrist in flexion, and in 
severe cases uses also full pronation and ulnar 
deviation. In cases of fracture of the shafts of bones 
he immobilizes in mid-pronation. 

VENABLE treats his cases of fracture of the 
olecranon by placing the arm in a simple sling with 
the elbow at a right angle until the soreness has 
subsided. He then encourages the use of the arm. 
Fibrous union of the fragments will transmit the 
pull of the triceps muscle. Bony union has resulted 
in his cases even when apposition of the fragments 
has not been obtained. 

In cases of other elbow fractures Venable immo- 
bilizes the arm in flexion and allows active motion 
of 5 or 10 degrees on the third or fourth day. He 
believes that the treatment of elbow fractures 
should be standardized by the grouping of types and 
suggests a classification which he has found of value. 

Cuester C. Guy, M.D. 


Haumann: End-Results of Vertebral Fractures 
(Enderfolge der Wirbelbrueche). 50 Tag. d. deutsch. 
Ges. f. Chir., Berlin, 1926. 

Because of the mining activities in the vicinity, 
the hospital of Bochum in Prussia receives a very 
large number of cases of vertebral fracture. In a 
period of five years it admitted 204 cases of this 
kind, not including fractures of the transverse proc- 
esses. One hundred and thirty of the patients died 
soon after the injury. In the majority of the cases 
the upper lumbar and lower thoracic vertebra were 
affected. In decreasing order of their involvement, 
the injured vertebra were the first lumbar vertebra, 
the second lumbar, the twelfth thoracic, the third 
and fourth thoracic, and the eleventh thoracic. 
The spinal cord was injured in 94.4 per cent of the 
fractures of the cervical vertebra, in 59.9 per cent 
of those of the thoracic vertebra, and in 42.9 per 
cent of those of the lumbar vertebra. The total 
incidence of spinal cord injury was 62.2 per cent. 

Haumann emphasizes the importance in the diag- 
nosis of an X-ray examination in two projections. 
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Errors in the diagnosis are most frequently due to 
omission of this precaution. 

In the cases reviewed the treatment of the frac- 
tures was purely conservative. Usually it was 
found sufficient to keep the patient flat on his back 
with a wedge-shaped pillow under the site of the 
fracture. Fractures of the cervical vertebra were 
placed in a Glisson sling. Movement and physio- 
therapy were begun as soon as possible. The aver- 
age length of time the patient remained in the hos- 
pital was nine and nine-tenths weeks. No plaster 
of Paris or supporting corset was applied. ‘The Henle 
operation was performed in only a few cases. Pa- 
tients with transverse myelitis remained in compara- 
tively good condition for a relatively long time (up 
to five years) in spite of rectal and bladder paralysis 
and paraplegia. There was no meningitis. In un- 
complicated fractures the prognosis was favorable. 
Twenty-four and five-tenths per cent of the patients 
were able to work after two years, 37.2 per cent after 
three years, 61.1 per cent after five years, 76 per 
cent after seven years, and 8o per cent after nine 
years. Permanent compensation was allowed in 5 
per cent of the cases and a settlement was made in to 
per cent. 

In the discussion of this report, KoeNIG empha- 
sized the value of such a summary of the end-results 
of treatment. He stated that he was surprised at 
the early discharge of the patient and the early 
date at which movement was resumed. For fear of 
later deformity he has his patients wear a corset. 

KRAUSE discussed the severe pain after transverse 
injuries of the spinal cord. In a case of this kind he 
stopped the pain by severing the spinal cord at the 
site of the injury with the Paquelin cautery. 

KoeErTE reported that he had known of the occur- 
rence of healing of the injured spinal cord only in 
fractures of the lower lumbar vertebri. 

HENLE recommended chordotomy for the relief 
of the pain discussed by Krause. He described 
measures of a technical nature to prevent injury 
of the pyramidal fibers. He performed,a chordot- 
omy in two cases of stump neuralgia with good 
results. 

Von HorMEIsterR emphasized the importance of 
great care in the diagnosis of transverse lesion. Three 
years ago he performed a laminectomy on the first 
lumbar vertebra in a case in which such a diagnosis 
had been made and found the lumbar sac tensely 
constricted at the site of the injury. After removal 
of the obstruction the cerebrospinal fluid flowed 
downward, and after six months the rectal and 
bladder paralysis had disappeared. Today, three 
years after the operation, the patient is able to go 
about on crutches. 

KUEMMEL also stated that he always performs a 
laminectomy before considering section of the cord. 
Sometimes this is followed by improvement as there 
is no transverse lesion as was at first supposed. 

In conclusion, Haumann stated that the period of 
rest has gradually become shorter. Today, the period 
of rest in bed is no longer than six weeks. The pa- 
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tient is then allowed to get up and physiotherapy is 
begun as soon as possible. STETTINER (Z). 


Jackson, A. A.: Fractures of the Pelvis. /ternuat. 
J. Med. & Surg., 1926, xxxix, 381. 

Jackson reports six cases of pelvic fracture and 
discusses the treatment. The treatment is rendered 
difficult by the damage caused by the fragments. In 
complicated pelvic fractures early surgery is neces- 
sary to save life. In about 60 per cent of the cases 
the bladder and urethra are involved to a greater or 
less extent, and in some cases there is laceration of 
the pelvic tissues with injury of the blood vessels and 
nerves. 

In the treatment of pelvic fractures an aseptic 
technique is essential. Extraperitoneal bladder 
rupture is obviously less dangerous than the intra- 
peritoneal type, but in both conditions the aperture 
must be adequately sutured. 

Rosert V. Funston, M.D, 


Harding, M. C.: Os Calcis Fractures: A New 
Method of Reduction. J. Bone & Joint Surg., 1926, 
vili, 720. 

To effect the reduction of a fractured os calcis the 
posterior end of the heel must be drawn down so 
that the weight will be borne on the tuberosities and 
not on the fracture line, the anterior end of the heel 
must be pushed up to restore the arch, and the 
broadening of the heel must be corrected. 

The knee is flexed over the end or side of the table 
and a sharp claw retractor is driven into the skin at 
the back of the heel. This gives traction at the most 
advantageous point. It is never necessary to cut the 
tendon of Achilles. Three points of counter pressure 
are provided. Ona stool with a screw top, a triangu- 
lar wooden wedge is placed and the stool screwed up 
until the wedge presses firmly into the foot at the 
calcaneocuboid joint. Harding then sharply bends 
the forefoot down with one hand while with the other 
he pulls down the retractor until as much correction 
is obtained as is desired. 

In the next step of the procedure, a cabinet- 
maker’s D clamp is applied to the sides of the os 
calcis, the pressure points being protected by felt or 
rubber, and the clamp is screwed in slowly until the 
width is the same as that of the opposite heel, which 
is tested by removing the clamp and applying it to 
the other heel. Pressure is made at several points for 
a short time. When the clamp is well screwed in, it 
may be used as a Thomas wrench. 

Following the reduction, a plaster-of-Paris band- 
age is applied with the foot in the corrected position. 
If desired, the clamp and retractor may be left in 
place until this is done. The plaster is pressed firmly 
against the side of the heel while it is setting and the 
cast is left on for about three weeks. Full weight 


bearing is not allowed for three months. A felt arch 
is then used to give some support. 

Fifteen cases of fracture of the os calcis have been 
treated by this method. In two of them the con- 
dition was bilateral. All of the patients are now at 
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work. The average time of disability was only five 
months. Rupotps S. Reicu, M.D. 


ORTHOPEDICS IN GENERAL 


Pugh, W. T. G.: Orthopedics at a Country Chil- 
dren’s Hospital. Proc. Roy. Soc. Med., Lond., 1926, 
2%, 231. 


The author discusses the treatment of tuberculosis 
of the hip and spine. 

Most of the beds for cases of poliomyelitis at 
Carshalton, England, are used for cases in the second 
stage of the disease which begins with the cessation 
of tenderness and lasts until the condition becomes 
stationary, perhaps as long as two years. It is during 
this stage that stretching and fatigue of the muscles 
must be avoided and deformity prevented. Splint- 
age, heat, and later muscle training are very essential 
during the first year. Since the number of cases 
about London is not too great, this treatment can 
be given better in an institution than in an out- 
patient department. 

With regard to the treatment of spinal tuberculosis 
the author stresses the danger of too brief recumb- 
ency which may be followed by deformity. He calls 
attention also to the deformities, such as equinus 
deformity and genu recurvatum, which may result 


from recumbent treatment without proper super- 
vision. 

Pugh has developed his own appliances and car- 
riages for the treatment of recumbent cases. These 
facilitate the nursing care and heliotherapy, permit 
exercise of the arms, legs, and lungs, and render it 
unnecessary to confine the patient to the boundaries 
of the wards. 

The kyphosis associated with tuberculosis of the 
spine the author corrects by creating compensatory 
curves above the deformity if it is low in the spine, 
below it if it is high, and above and below it if it is 
in the mid-dorsal region. After the period of recumb- 
ency has passed he applies a celluloid jacket which 
can be enlarged as the patient grows. 

With regard to the treatment of tuberculosis of 
the hip, Pugh agrees that the early application of 
effective traction and heliotherapy to both probable 
and definite cases would lessen the number of seri- 
ously damaged hip joints. General thickening about 
the joint and sinuses is indicative of 2. poor result so 
far as movement is concerned. In the early cases 
with pain and even those with localized abscess 
formation, Pugh produces traction of the body 
weight by raising the foot of the bed or elevating 
the mattress on a fracture board. 

Freperick A. Jostes, M.D. 
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BLOOD VESSELS 


Campbell, J. L.: Fascial Bands in the Treatment of 
Aneurism. South. M. J., 1926, xix, 795. 


Prior to the use of strips of fascia lata in the treat- 
ment of aneurism, metal bands were employed but 
were found impractical because of erosion. The 
author describes his modification of Anel’s opera- 
tion. 

After exposing the vessel he passes a strip of fascia 
around it and fixes the strip with a mattress suture 
of No. 1 chromic catgut. In the introduction of 
the suture a careful estimate is made of the amount 
of pressure that is required to secure the occlusion 
necessary to control the flow of blood into the 
aneurism and distal parts. The margins of the fascia 
are then approximated by catgut sutures and the 
long end of the fascial strip is carried over the line 
of sutures and secured by lateral stitches. 

This procedure is preferable to simple ligation as 
it is associated with less danger of secondary 
hemorrhage. A silk or catgut ligature may cut 
through, whereas the fascial band, instead of injur- 
ing the already diseased vessel, tends to strengthen 
it by forming an extra fibrous band around it. 

The procedure is not intended to replace the Matas 
operation when the latter can be done. 

RAYMOND GREEN, M.D. 


Colp, R.: The Treatment of Pylephlebitis of Ap- 
pendicular Origin; with a Report of Three 
Cases of Ligation of the Portal Vein. Surg., 
Gynec. & Obst., 1926, \xiii, 627. 

The progndsis of pylephlebitis complicating acute 
appendicitis, while grave, is not absolutely hopeless. 
If the diagnosis is made before operation, the 
surgical procedure of choice is ligation or, preferably, 
resection of the ileocolic vein prior to the appendec- 
tomy. 

If the complication occurs or is recognized after 
operation, surgical intervention is of little avail 
unless indications point to a definite liver abscess, 
when drainage is indicated. 

In certain persons the hepatopetal system can 
efficiently “‘carry on” the portal circulation in the 
presence of a portal occlusion of pylephlebitic 
origin. 

The ligation of the portal vein in cases of pyle- 
phlebitis proved of no value. Because of the peculiar 
nature of the condition, it is very doubtful whether 
this procedure is ever indicated. If the process has 
already extended beyond the ileocolic ligature there 
is still no need for portal ligation since recovery 
occasionally occurs when all of the primary thrombus 
has not been removed. 

Howarp A. McKnicut. M.D 


BLOOD; TRANSFUSION 


Mills, C. A.: Considerations of the Problem of 
Blood Clotting. Am. J. M.Sc., 1926, clxxii, 501. 

In a paper which gives as briefly as possible his 

ideas concerning the process of blood clotting, the 
author submits the following tentative equations: 


1. For tissue fibrinogen clotting: 


Blood fibrinogen | 
Cephalin ' +Ca+tissue fibrinogen—-> 
Prothrombin | fibrin, i. e., 


blood fibrinogen prothrombin 
| | 

Ca + thrombin, i. e., Ca 
| | 

tissue fibrinogen cephalin 


2. For thrombin clotting: 


Blood fibrinogen } minus blood fibrinogen (re- 
Cephalin > moved as fibrin by throm 
Prothrombin { bin or tissue fibrinogen) 
——cephalin + prothrom- 

bin. 

Cephalin + prothrombin + Ca——thrombin. This 
reaction is reversible, the thrombin being very un- 
stable. The antithrombic proteins take up the 
cephalin dissociated from the prothrombin union. 

Antithrombin 

Antithrombic proteins + cephalin | 

cephalin 


This reaction is not reversible; therefore with this 
and the preceding reaction going on in the same 
solution, all of the cephalin must finally be bound 
to the antithrombin. However, as the last reaction 
is much slower than the preceding one, the addition 
of cephalin to the serum results in thrombin forma- 
tion at once, this being followed more slowly by the 
deviation of the cephalin from the thrombin to the 
serum antithrombin. (See chart.) 

The article is summarized as follows: 

1. The main conflicting theories of blood clotting 
are brought into harmony by the data and discussion 
presented in this paper and in other papers re- 
ferred to. 

2. Howell’s work on antithrombin is confirmed. 

3. The direct activation of prothrombin by 
cephalin and calcium is substantiated. 

4. A complete theory of blood clotting involving 
both tissue fibrinogen and thrombin clotting is 
presented. It incorporates and harmonizes the best 
work of the past on this question. 

Morris H. Kaun, M.D. 
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Mills.—Considerations of the Problem of Blood Clotting. 


Higgins, C. C.: The Influence of Various Factors 
upon the Hemagglutination of Red Blood 
Corpuscles. Am. J. M.Sc., 1926, clxxii, 510. 


Hamagglutination in vitro is influenced by various 
factors. Changes in temperature have perhaps the 
most marked effect. 

In the grouping of blood samples the temperature 
of the room should not be excessively elevated as 
this will delay clumping. 

Various gases have a definite effect on hamaggluti- 
nation, either prolonging it or tending to hasten it. 
The effects of nitrogen, oxygen, carbon monoxide, 
and hydrogen are discussed. 

Morris H. Kaun, M.D. 


Samson-Himmelstjerna, H. V.: Hamophilia and 
Its Etiological Treatment. Med. J.& Rec., 1926, 
CXXiV, 329. 

The author attempts to explain something about 
hemophilia. He assumes that there is formed in 
the wounded tissue of a hemophiliac a substance 
similar to that in normal blood which prevents clot- 
ting, although this substance is not found in the 
hemophiliac’s blood. The internal organs bleed only 
rarely in hemophilia. The escape of thrombokinase 
into the blood is deficient. 

In severe cases with bleeding from a wound, the 
hemorrhage can be stopped by the injection of alien 
blood. Alien blood exerts a powerful influence upon 
the production of thrombokinase. In less severe 
cases the stimulus from the loss of blood will produce 
at least a neutral intermediary stage and thus con 
trol hemorrhage in the affected tissues. 

The author assumes therefore that in the tissues 
affected by the hemophilia there is not only a defi- 
ciency of the thrombokinase but also the presence 
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Thrombin Fibrin, 
(Protein-Ca-Cephalin-Blood Fibrinogen) 


of a substance which does not allow the thromboki- 
nase of the escaping blood to become effective at the 
surface. 

The tissues of a hamophiliac are affected in 
various degrees of severity. While the haemorrhage 
will often cease, extravascular coagulation is 
retarded. There may be enough thrombokinase to 
stop the bleeding in the vessel, but not enough 
poured out with the blood to produce clotting. 

The author believes that the “conserving sub- 
stance” which prevents clotting may injure the 
blood vessels and the injury may persist for a long 
time after the disappearance of this substance. 

Mountainous and tropical climates produce definite 
improvement in bleeders, probably because of the 
solar irradiation in such climates. Quartz lamps may 
therefore be beneficial in hamophilia. 

The injection of alien blood does not necessarily 
raise the thrombokinase percentage of a hxemo- 
philiac’s blood, but produces a shock condition which 
gives at least a neutral intermediary stage allowing 
the occurrence of coagulation. 

The results of roentgen irradiation of the spleen 
must also be considered an effect of shock therapy. 
A mass of thrombokinase must be liberated, but it is 
the ‘‘shock”’ from the large amount of the destroyed 
blood cells that produces the clotting action. 

The force that produces the spontaneous periods 
of improvement is still unknown. As females are not 
affected, it is probable that they have a protective 
substance which prevents the activity of the so- 
called ‘‘conserving substance.” The author has 
tried the oral administration of ovarian extracts on 
himself without deleterious effects and believes that 
experiments are warranted in the use of these 
extracts on hemophiliacs. Marcus H. Horart, M.D 
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OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Moynihan, Sir B.: Before and After Operation. 
Lancet, 1926, ccxi, 789. 

The advance made in surgery since Lister’s time 
has been phenomenal. Present-day surgical tech- 
nique is such that it can hardly be improved upon, 
but improvement is still to be looked for in methods. 

First, we should teach the sick to seek medical 
advice earlier in order that treatment may be given 
before the condition becomes incurable and in order 
that needless suffering may be prevented. Chronic 
gastric and duodenal ulcers can be prevented from 
perforating by surgery. Cholelithiasis can be re- 
lieved earlier. Every accessible cancer is at first 
curable. A greater number of cases of cancer are 
operated upon today than formerly, but many are 
first seen in the late stages. The laity must be 
taught to seek treatment for conditions which they 
have long regarded as trivial or have ignored. 

Secondly, we should make greater efforts to im- 
prove the chances of the patient before operation 
and to help him after operation. Before surgical 
operation is undertaken we should be sure that 
mechanical treatment is necessary and more advisa- 
ble than medical treatment; that the patient is in 
the best possible physical and mental condition to 
undergo an operation; that the procedure employed 
is the best procedure for the condition found; and 
that proper postoperative care will be given. 

In many conditions, such as chronic gastric and 
duodenal ulcer recurring after medical treatment 
and cholelithiasis with complications, surgery is far 
safer than medicine. 

One of the most valuable procedures fos lessening 
the risk of operation is blood transfusion. This may 
be used both before and after operation. The trans- 
fusion of 15 oz. of blood a few days after a gastrec- 
tomy for carcinoma or jejunal ulcer may greatly im- 
prove the prognosis. 

Before the operation the patient should be en- 
couraged to drink as much fluid as possible for a day 
or two. A 5 per cent glucose solution is best. As a 
rule a single evacuation of the intestine the evening 
before the operation is sufficient. Flatulence is more 
common in patients who have been purged than in 
those who have not been purged. Aperients, enema- 
ta, eserine, pituitrin, sphincter stretching, or the 
rectal tube should be substituted for cathartics. 

Blood examination is of importance. Chloroform 
is a dangerous anesthetic; the author has not used 
it for years. One of the most serious postoperative 
conditions is acidosis. This is best combated by the 
intravenous administration of a 5 or 10 per cent 
glucose solution with or without sodium __bicar- 


bonate. During the past two years the author has 
been giving insulin with the glucose, either intra- 
venously or hypodermically. Careful blood examina- 
tion and proper treatment with glucose and insulin 
will render operation as safe for diabetics as for 
other patients. In diabetes great care must be taken 
to prevent infection; if it is present, it must be 
treated actively. 

Alkalosis is more rarely a cause of anxiety. It may 
be caused by excessive overdosage with alkalies and 
may occur also in gastric disorders in which free 
hydrochloric acid is diminished and in hyperpnoea due 
to increased pulmonary ventilation with excessive 
loss of carbon dioxide. It is best treated by the 
intravenous administration of saline solution every 
eight hours. A weak hydrochloric acid solution may 
be beneficial. 

Blood examination is of value also in cholelithiasis 
and genito-urinary diseases. The cholesterol and 
urea content of the blood may show a need for pre- 
liminary measures before the operation. Pre-op- 
erative preparation is of value especially before 
suprapubic prostatectomy. A blood transfusion may 
so raise the cholesterol content as to strengthen the 
patient against infection. 

In jaundice, in which the bleeding used to be such 
as almost to contra-indicate operation, the coagula- 
tion time can be shortened by the administration of 
freshly prepared rabbit serum in doses of 20 c.cm. 
repeated twice or three times. Five cubic centimeters 
of a ro per cent calcium solution given intravenously 
on three or four consecutive days before and after 
operation has a similar effect. 

In dangerous postoperative vomiting, early 
evacuation of the stomach by the stomach tube and 
lavage will give relief. A tube passed through the 
nose may be left in the stomach for days for syringe 
aspiration. In cases of high fever the introduction 
of ice water into the stomach causes the stomach to 
act as an ice bag beneath the heart with some 
benefit. 

In conclusion the author emphasizes that opera- 
tion is only one incident in the treatment, and that 
pre-operative and postoperative care may be neces- 
sary for an indefinite period. 

Marcus H. Hosart, M.D. 


Tinker, M. B., and Sutton, H. B.: Inefficiency of 
Most of the Commonly Used Skin Antiseptics. 
J. Am. M. Ass., 1926, 1xxxvii, 1347. 


The authors recently sent out a questionnaire to 
surgeons asking information as to the antiseptics 
they used in their practice and their opinion of the 
results obtained. The replies indicate that there has 
been little advancement during the past fifteen years 
along this line. Many of the surgeons who replied 
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to the questionnaire were entirely satisfied with their 
technique and results although 70 per cent still use 
iodine for skin sterilization. 

Tests in the laboratory were made to determine 
the relative efficiency of the standard antiseptics and 
their value under different conditions. Tests were 
made of their effect in surface sterilization, their 
penetration, and their effect in the presence of blood. 
Strips of rubber gloves were dipped in cultures of the 
organisms to be tested, permitted to dry, immersed 
in solutions of the various antiseptics, and again per- 
mitted to dry. Cultures were then made to deter- 
mine whether living bacteria or spores were 
present. 

The best results from these tests were obtained by 
the use of 5 per cent neutral acriflavine and gentian 
violet in 50 per cent alcohol. The poorest results 
were obtained with iodine. 

To determine the degree of penetration of anti- 
septics, cultures of bacteria were smeared over the 
skin, into folds, and under the finger nails and 
scrapings were carefully taken with the use of an 
aseptic technique and stained deeply with a number 
of antiseptics, such as alcoholic and benzene iodine, 
trinitrophenol, Harrington’s solution, a 5 per cent 
solution of mercurochrome, acriflavine, and 5 per 
cent neutral acriflavine and gentian violet in 50 per 
cent alcohol, and lime and soda paste. Only two, 
the lime and soda paste and acriflavine and gentian 
violet preparations, showed no cultures. The iodine 
preparations gave cultures in every case. Dichlor- 
amine kills surface bacteria, but has no influence on 
the deeper ones. 


In the tests of the efficiency of antiseptics in the 
presence of blood the best results were obtained by 
the use of the acriflavine preparations. 

The results were the same whether the prepara- 
tions were used in weak aqueous solution or weak or 
strong alcoholic solution. Although first introduced 
in 1886, the aniline dyes have never come into general 
use for skin disinfection. They have been employed 
for years in certain conditions in which penetration 
is unusually difficult, as in eye, ear, nose, and throat 
conditions, and infections in joint cavities, and 
occasionally in chronic infections of the chest. 

The majority of the answers to the questionnaire 
showed rather uniform satisfaction with the prepara- 
tion and technique used, but it was noted that many 
of the largest clinics and hospitals occasionally have 
an outbreak of skin infections with an occasional 
death. In the fatal cases the causative organism was 
the streptococcus hemolyticus, the tetanus bacillus, 
and the Welch bacillus. 

Acriflavine is an expensive preparation, but if 
employed carefully, is the best preparation for 
general use. Three or four drams of a 5 per cent 
solution applied to the skin with a swab is usually 
sufficient to sterilize the skin for the ordinary 
operation. Improvement in skin sterilization de- 
pends upon thorough teaching of the subject to 
medical students and nurses by means of laboratory 
tests of the relative efficiency of antiseptics under 
different conditions, more careful technique in 
hospital and private work, and better co-operation 
between practitioners and laboratory workers. 

Harowp M. Camp, M.D. 








PHYSICOCHEMICAL METHODS IN SURGERY 


ROENTGENOLOGY 


Holzknecht, G.: Increasing the Effect of the 
Roentgen Rays by Means of Intravenous In- 
jections of Dextrose (Zur Verstaerkung der 
Roentgenwirkung mittelst intravenoeser Dextrose- 
injektion nach EK. C. Mayer). Acta radiol., 1926, 
v, 561. 


This is a report of observations made by the 
author and others of the effects of intravenous in- 
jections of dextrose according to the method of 
Mayer on the sensibility of carcinoma to roentgen 
treatment. It was found that when such injections 
were given, a much larger number of patients were 
benefited by the rays and the favorable effect was 
obtained quickly. Other methods so far tried to 
increase the sensibility of carcinoma to the rocntgen 
rays have had no noteworthy effect. 


RADIUM 


Cutler, M.: Comparison of the Effects of Unfiltered 
and Filtered Radon Tubes Buried in Rabbit 
Muscle. Am. J. Roentgenol., 1926, xvi, 535. 


Cutler reports the results of a study of the effects 
of filtered and unfiltered buried radium emanation 
upon normal tissue. For this purpose the lumbar 
muscles of the rabbit were used. The various glass 
and gold tubes were buried in the center of the dorsal 
muscles. Gross examination of fresh sections cut 
perpendicular to the tubes were made. 

The use of bare tube applicators resulted in three 
zones of reaction about the tube: a central dull gray 
homogeneous area, a middle white opaque firm area, 
and a peripheral zone of hyperemia. The size of the 
lesion varied according to the initial intensity of the 
radon. When gold implants were used, two zones ap- 
peared, a central white opaque zone and a hyper- 
emic peripheral zone. The latter was indistinct if 
more than a o.2 mm. filter was used. Histologically 
the central zone consisted of an area of complete or 
caseation necrosis with complete fragmentation of 
nuclei, the middle zone showed partial or coagulation 
necrosis without fragmentation of nuclei, and the 
zone of hyperamia a marked accumulation of intra- 
vascular and extravascular blood. 

With constant millicurie value, the more the filter 
the less the necrosis. With a constant filter, the 
greater the millicurie content the greater the necro- 
sis. The article contains photomicrographs, tables, 
and complete data regarding the experimental work. 
The following conclusions are reached: 

1. The extent of necrosis depends upon the initial 
millicurie value and the degree of filtration. 

2. Unfiltered radon causes an intense reaction 
with complete necrosis, while filtered radon causes a 


less intense reaction with less necrosis. The necrosis 
is partial rather than complete. 

3. During the process of repair there is a fibrous 
contraction of the lesion from the periphery with 
calcification of the central zone. 

A. James Larkin, M.D. 


MISCELLANEOUS 


Rothman, S.: Principles of Modern Light Therapy. 
Brit. J. Radiol., 1926, xxxi, 443. 


Local treatment with light is given to obtain the 
direct effect of the light on the skin. In general 
treatment with light, reliance is placed on the in- 
direct action of the light on the internal organs and 
their functions. 

It is the author’s opinion that in general treatment 
with light the action of the light is transmitted to the 
interior of the body through the agency of the in- 
voluntary nervous system, this resulting in sym- 
pathetico-hypotonia. The blood sugar, blood pres- 
sure, and sugar tolerance are reduced. The sympathet- 
ic nerve endings in the skin are paralyzed, and as 
the skin reflexes are wanting, there is a general de- 
pression of activity of the entire involuntary nervous 
system. This general depression of sympathetic tone 
may explain some of the focal reactions seen in 
tuberculous patients. Because of the paralysis of the 
nerve endings and the neuroparalytic vasodilatation, 
the diseased organs are more fully irrigated with 
blood. Dermatitis introduces into the treatment of 
tuberculous patients an element of considerable 
danger, for in tuberculosis the focal reactions after 
even a light dermatitis are quite unaccountable and 
often very serious. 

By local treatment the attempt is made to produce 
a rapid and acute erythema with marked hyperemia 
or even an oedematous condition. The chief thera- 
peutic effect of this is the flooding of the tissues with 
arterial serum. The author does not use Kromayer’s 
method of compression because he does not believe 
that it causes the rays to penetrate any further and 
the ensuing reaction—inflammation and engorge- 
ment—always extends deep enough of itself. 

Light has a remarkable influence on the process of 
keratinization. Use is made of this fact in the treat- 
ment of such skin diseases as psoriasis, acne vulgaris, 
icthyosis, lichen ruber, and chronic eczema, the basis 
of which is some anomaly in the process of kera- 
tinization. Ultraviolet light has a marked effect in 
stimulating the basal cells to proliferate. This, the 
germinative effect of light, is made use of in the treat- 
ment of torpid varicose ulcers, X-ray burns and 
certain forms of alopecia. In these conditions also it 
is best to avoid too strong stimulation. 

LLEWELLYN R. Lewis, M.D. 
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CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Mitchell, L. J. C.: A New Method of Treatment of 
Chilblains. Med. J. Australia, 1926, ii, 449. 


The true nature of chilblains is not understood, 
but it is evident that in this condition there is a vaso- 
motor disturbance of a patchy character. Any 
method of congesting the parts should give relief. 
The author formerly produced Bier’s hyperemia by 
applying a few turns of a 2'4-in. rubber band just 
below the knee or elbow. Relief results when this is 
worn for twenty-four hours. 

After reading McClure’s article on the treatment 
of chronic ulcer by direct elastic pressure, Mitchell 
applied this principle to chilblains. The results were 
excellent. Thin pieces of rubber of the weight of 
medium rubber gloves are used in strips of tubing 34 
to 1 in. wide. These are applied over the affected 
parts and can be worn on the leg even during walk- 
ing. 

In the treatment of the hands, firm-fitting rub- 
ber gloves are worn at night only. The condition 
is relieved instantly. After a few days the part is 
normal except for slight desquamation. If the skin 
is broken, boracic powder and a sterile dressing 
should be applied under the rubber band. 

Marcus H. Hosart, M.D. 


Judin, S. S.: Ilio-Abdominal Amputation in a 
Case of Sarcoma; Recovery; Pregnancy and 
Birth of a Living Child. Surg., Gynec. & Obst., 
1926, xliii, 668. 

In the case reported, spinal anesthesia was induced 
with 2 c.cm. of 5 per cent novocain. In ilio-abdom- 
inal amputation, great care should be taken not to 
injure the site of insertion of the rectus abdominis 
and the corpora cavernosa of the penis or clitoris 
which, if cut, may cause a very severe haemorrhage. 

If the tumor has not reached the edge of the 
sacrum it is necessary to cut the ilium from the 
sciatic notch upward instead of severing the pelvis 
in the synchondrosis. In order to keep the trauma 
minimal, a wire file should be used for this purpose 
instead of a chisel and hammer. The cutting of the 
sacral nerve plexus causes a severe shock. This can 
be prevented or at least diminished by injecting 10 
per cent novocain into the bared roots before the 
section is done. Josern K. Narat, M.D. 


Blair Bell, W.: Liverpool Cancer Research Organi- 
zation: The Nature of Malignant Neoplasia 
and Treatment of the Disease with Lead. Brit. 
M.J., 1926, ii, 919. 

Lewis, W. C. M.: Some Physicochemical and 
Biochemical Aspects of Malignant Neoplasms. 
Brit. M. J., 1926, ii, 920. 


Dilling, W. J.: Some Pharmacological Effects of 
Lead. Brit. M.J., 1926, ii, 924 

Wood, F. C.: The ‘Action of Colloidal Lead on 
Animal Tumors. Brit. M.J., 1926, ii, 928. 

Glynn, E. E.: Histological Changes Found in 
Cancerous Tissues Treated with Colloidal Lead 
Suspension. Brit. M.J., 1926, ii, 928. 

Cunningham, L.: The Clinical Effects of Lead in 
the Treatment of Malignant Disease. Bril. M. 
J., 1926, ii, 931. 

Blair Bell, W.: Some of the Views and Work of the 
Liverpool Cancer Research Organization. Brit. 
M.J., 1926, ii, 934. 

BLatrr BELL states that he has organized his cancer 
research into a systematized and departmentalized 
investigation under university auspices and that it 
includes physicochemical, biochemical, pharmaco- 
logical, histological, and clinical studies of the 
properties of lead and its effect upon animals and 
malignant tumors. 

The starting point was the toxic action of lead on 
the chorion, producing lead abortion, and the analogy 
between the chorion, an embryonic cell, and the 
malignant cell. As the two cells are similar, it was 
believed that lead would be toxic to malignant 
neoplastic tissues. 

Lewis discusses the physicochemical character of 
malignant neoplasms. Cancerous tissues freshly 
removed from the body have a higher electrical 
conductivity than normal tissues. This increased 
conductivity necessarily means increased permea- 
bility which is a definite characteristic of malignant 
tissue. 

In a study of the substances concerned in the 
maintenance of permeability it was found that in 
actively growing malignant tissues the calcium con- 
tent islow. A high calcium content tends toward the 
formation of an emulsion of water suspended in a fat 
emulsion, which has scarcely any conductivity and 
permeability. When the calcium content is low, the 
water predominates, fat droplets are suspended in it, 
and the conductivity and permeability are high. 
Hence, when calcium is deficient, high conductivity 
and permeability are to be expected. 

Lecithin is an emulsifying agent which favors the 
formation and maintenance of an emulsion in which 
the oil is dispersed in water, a mixture of high 
permeability. Cholesterol favors the reverse type 
of mixture with a low permeability. Malignant 
tissues and chorionic villi have a relatively higher 
content of lecithin than of cholesterol. 

In a study of the blood, no noteworthy change in 
the hydrogen ion concentration of the whole blood of 
patients with cancer was found, but the blood from 
a chicken’s wing, which was the site of a sarcoma, 
contained no more lactic acid than the blood from the 
opposite wing. 
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Enzyme activities have also been investigated. 
Increased permeability is favorable to the transport 
of enzymes and their products and should favor 
tissue digestion. Glycolysis, the conversion of 
carbohydrates into lactic acid, is the only cell 
process in which cancerous tissue diverges from 
normal tissue. While this process is generally char- 
acteristic of growing tissues, it is the predominant 
cell process in malignant tissue. It yields more 
energy than is yielded by proteolysis or lipolysis. 

The most outstanding characteristic of malignant 
growths and of the chorion is their capacity to 
infiltrate neighboring tissues. The collagen fibers of 
the connective tissue show imbibition and greatly 
increased numbers of elastic fibers due to hydrolytic 
decomposition of the collagen. The only reagent 
which causes changes in collagen analogous to those 
caused by malignancy is lactic acid. The glycolysis 
predominant in malignant tissues produces con- 
siderable lactic acid. This diffuses into the connec- 
tive tissue below, causing the changes which favor 
infiltration. 

DILLING states that lead has a specific toxic effect 
on embryonic and rapidly growing tissues. Lead 
colic is due to the local action of lead on the muscu- 
lature of the bowel, peripheral to the nervous system. 
Lead constipation is produced by small amounts of 
lead which decrease the movements of the intestinal 
musculature. The resulting sluggishness permits 
greater absorption of water and inspissation of the 
intestinal contents. 

Colics are produced by larger amounts of lead 
which are probably released from storage in the 
tissues by increased hydrogen-ion concentration in 
the blood. 

Lead has a similar effect upon the uterine muscula- 
ture. Small doses weaken the muscular tonus and 
larger doses cause powerful contractions. Lead 
abortions are due chiefly to the action of the lead on 
the musculature, but also to its toxic action on the 
embryonic cells. 

Woop reports that when white rats with carcinoma 
are given sublethal injections of lead the tumor first 
becomes intensely congested and later oedematous as 
the result of the thrombosis of a number of the 
vessels within it. Necrosis then ensues. In a few 
instances there is final absorption, but as a rule 
recurrence takes place. The effect of such injections 
is due chiefly to thrombosis and only secondarily to 
the direct toxic action of the lead on the tumor cells. 
It cannot be assumed that extensive thromboses are 
so frequent in man, but the pain which follows lead 
treatment in clinical cases may be due to more 
limited thromboses. 

In animal tumors, colloidal lead in sublethal doses 
produces profound changes which, in a _ small 
percentage of cases, lead to a permanent cure. 
However, the dose necessary causes serious, though 
not irreparable, changes in the liver and _ blood- 
forming organs. The lead is removed rapidly from 
the circulation, being absorbed by, and therefore 
damaging, the capillary endothelium, chiefly in the 
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tumor. Thrombosis occurs only in the tumor. The 
lead thus fixed in the neoplasm exerts its toxic effect 
on the neoplastic tissues. 

GLYNN states that colloidal lead causes abortion 
by causing coagulation necrosis of the trophoblast. 
This necrosis develops within two or three days after 
its administration. Necrosis occurs also in animal 
tumors within two or three days. Patients with 
malignant disease complain of pain in the region of 
the neoplasm within a few hours after the intrave- 
nous injection of the lead. The pain may continue for 
three or four days. There is swelling for two or three 
days followed by rapid diminution which is most 
marked in the first ten days. 

For the determination of the effect of lead on 
cancerous tissue, the tissue must be examined within 
the first two or three weeks following the injection, 
since after that length of time the regressive changes 
common to all malignancies occur. 

In a case of ulcerating cancer of the breast the 
cancer cells disappeared following lead treatment. 
In other cases of cancer there was histological 
evidence that the lead had increased the regressive 
changes which usually occur in malignant neoplasms. 
In a case of adenocarcinoma of the ovary it so 
checked the rate of growth of the neoplasm that 
when the tumor recurred in the pelvis it was more 
differentiated (pseudo-mucinous cystadenoma). 

In a case of breast cancer in which death resulted 
from sepsis, the lead treatment caused remarkable 
regression (spindle, oat-shaped, phantom cells, 
pyknosis, etc.) in metastases in the liver, lungs, and 
suprarenals, but a supraclavicular node that had 
undergone fibrosis still showed active cancer cells, 
the fibrosis having acted as a barrier to the action of 
the lead. 

CUNNINGHAM emphasizes the importance of a 
careful selection of cases of malignant disease for 
lead treatment. The presence of gross pathological 
lesions in one or more organs, severe cachexia, and 
personal idiosyncrasies are contra-indications. Some 
persons are rendered extremely ill by the injections, 
while others are unaffected by large doses of lead. 

All of the toxic effects of lead have been noted — 
various forms of anemia, lead changes in the red 
blood cells, constipation, gastro-intestinal colic, and, 
occasionally, peripheral nervous system and mental 
intoxications. The kidneys and liver suffer most 
from the treatment. Albuminuria occurs in 23 per 
cent of the cases. Renal disease is a contra-indication 
to the treatment. Liver intoxication is manifested 
by headache, nausea, vomiting, and a slight icteric 
tinge due to excessive bile-pigment production which 
is followed by deeper jaundice with bile in the urine 
(damage to the polygonal cells) and finally by 
cholangeitis with large amounts of bile in the urine. 
The hepatic changes are similar to those caused by 
phosphorus poisoning. 

Most of the more serious toxic effects can now be 
avoided. The kidneys are spared by giving a diet 
of light, low-protein food with 2 or 3 pts. of fluids 
daily. The anemia may be combated with iron 
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arsenite and blood transfusions. Glucose and insulin 
and saline solution are administered to check the 
vomiting, and morphine is given for the colic. Six- 
tenths of a gram of lead is given intravenously in 
divided doses of 15 to 20 c.cm. of a o.5 per cent 
solution at intervals of ten days, with a month of 
resting time. The dose is still empirical. In cases of 
slowly growing tumors, the initial doses are smaller. 

Of 227 patients treated with lead, fifty are believed 
to have been cured. In the other cases the treatment 
failed although in many there were significant retro- 
gressive changes in the growth such as oedema and 
lobulation. Surgery and the X-rays are used when 
indicated. Cunningham reports several interesting 
cases. A woman who had a fungating cancer of the 
breast was still alive five years after the lead treat- 
ment, and since the treatment had nursed two 
babies at the affected breast. A sarcoma of the small 
bowel, an adenocarcinoma of the liver, and an 
adenocarcinoma of the uterus were completely ar- 
rested by lead treatment ‘alone. In cases in which 
an incomplete operation had been performed (resec- 
tion of the rectum with incomplete removal of the 
mass; gastro-enterostomy for gastric cancer), the 
lead treatment held the remaining neoplastic tissue 
in check. ; 

While the lead treatment now given has definite 
results, there is need of a more therapeutically 
active preparation of lead with less toxicity. 

BLAIR BELL states that the chorionic epithelium 
is normally malignant in that it has the power of 
eroding the blood vessels and other maternal tissues, 
of cellular multiplication, and of metastasis. He has 
long believed that the cancer cell is a reversion, a de- 
differentiation, of the somatic body cell to the type 
of the chorionic epithelium. The undifferentiated 
character of malignant cells has been noted generally, 
but the fact that this is purposeful and a return to 
the ancestral type and that the adaptation is forced 
by metabolic disturbances has not been emphasized. 
If chorionic epithelium and neoplastic tissue are 


alike, they should resemble each other morphologi- 
cally, chemically, physicochemically, and function- 
ally, and in their toxicological affinities. 

It is evident that the more malignant a tumor the 
more syncytial the arrangement of the cancer cells. 
Malignant cells are more permeable (an essential of 
growth and multiplication) than normal cells. The 
normal resting cell has no glycolytic power, but a 
high respiratory (oxidation) function. The cancer 
cell and the chorionic epithelium have a_ high 
glycolytic power. 

If normal body tissues, which have no glycolytic 
power, be first starved of oxygen for a considerable 
time, they will take on glycolytic action after the 
manner of the cancer cell. The metabolic disturbance 
which initiates the cancerous change may be oxygen 
starvation. If this is true, malignant neoplasia is a 
state induced by oxygen starvation supervening on 
injury to the cell itself or the neighboring blood 
supply. In the absence of oxygen, the injured cell, 
like the chorionic epithelium, must have the power 
of obtaining energy by glycolysis in order to live. 

It is probable that the great majority of foreign 
substances are toxic to living cells and when given in 
excessive doses will cause injury of the endothelium 
of the blood vessels, destroy the liver cells, and 
affect the kidney tubules. In smaller doses each 
foreign substance may have a special and independ- 
ent action; lead, for example, has specifically a 
stunting effect on growing tissues. The toxicological 
affinities of chorion and cancer should be the same. 

This is the rationale of lead abortion and the use 
of lead in the treatment of malignant tumors. ‘The 
analogy between the chorionic epithelium and the 
malignant cell is supported by the clinical results of 
the lead treatment of cancer. As yet, Blair Bell does 
not desire to give the lead suspension to the medical 
profession in general because it is toxic, its results 
are uncertain, and if it is used indiscriminately it may 
soon be brought into disrepute. 

Harry C. Sartzstein, M.D. 








BIBLIOGRAPHY of CURRENT LITERATURE 





Note.— Tue Botp Face Ficures IN BRACKETS AT THE RIGHT OF A REFERENCE INDICATE THE PAGE OF THIS 
IssuE ON WHICH AN ABSTRACT OF THE ARTICLE REFERRED TO May BE Founp. 


SURGERY OF THE 


Head 


A note concerning the radiographic differentiation be- 
tween diploic and meningeal vascular channels. I. M. 
THompson. Canadian M. Ass. J., 1927, xvii, 64. 

The treatment of cranial and intracranial injuries. J. 
Michigan State M. Soc., 1927, xxvi, 16. 

The report of a case of fracture of the skull in a child 
6 months of age. S. Barriey. Canadian M. Ass. J., 1927, 
xvii, 86. 

Two interesting cases of fractured skull and their treat- 
ment. P.S. Bauy. Indian J. Med., 1926, vii, 213. 

Cushing’s decompression and trephination in fractures 
of the cranium and severe cerebral contusion. A. YOvicr. 
Semana méd., 1926, xxxiii, 1618. 

The morphological aspect of the base of the cranium 
and of the periauricular tissue and space in Paget’s disease. 
Worms and Gaututer. Arch. internat. de laryngol., 1926, 
XXXii, 1121. 

The arrest of widespread postoperative osteomyelitis of 
the face and cranial vault. D. McKenzir. Proc. Roy. Soc. 
Med., Lond., 1927, xx, 223. 

Benign bony enlargement of the condyloid process of 
the mandible. R. H. Ivy. Ann. Surg., 1927, Ixxxv, 27. 

Primary jugular bulb thrombosis with numerous 
metastatic infections; operation; recovery. H.S. WIEDER 
and W. Batrs. Laryngoscope, 1927, xxxvii, 48. 

The diagnosis of sinus thrombosis: a new procedure. 
R. OrrenBeRG. Arch. Otolaryngol., 1927, v, 43- 

Thrombosis of the lateral sinus with erosion of the 
overlying bone, the sinus having been opened and drained 
through a skin incision. I. M. Srype_i. Laryngoscope, 
1927, XXXVii, 52. 

Cellulitis of the scalp treated by intravenous colloidal 
silver. R.S. Weir. Brit. M. J., 1927, i, 139. 

Malignant degeneration of a sebaceous cyst of scalp. 
LL. M. Jacons. Med. J. & Rec., 1927, xxv, 11. 

A contribution on the postoperative study of parotiditis. 
LD. Sout. Riforma med., 1926, xlii, 963. 

Primary tuberculosis of the parotid gland. L. Lazza- 
RINI. Policlin., Rome, 1926, xxxiii, sez. chir., 565. 

Ninety tumors of the parotid region, in all of which the 
postoperative history was traced. J. MclarLAND. Am. J. 
M. Sc., 1926, clxxii, 804. (361) 

Adenoma of the parotid? W. H. Jeweti. Proc. Roy. 
Soc. Med., Lond., 1927, xx, 224. 

Ranula. D. C. L. Firzwitiiams. Brit. J. Surg., 1927, 
Xiv, 472. 

Salivary calculi. A. B 
1926, vi, 1681. 

Salivary fistula in a child of 2 months. A. BLocu. Arch. 
internat. de laryngol., 1926, xxxii, 1124. 

Rotation of the cheek in plastic operations of the face. 
J. F.S. Esser. Bull. et mém. Soc. d. chirurgiens de Par., 
1926, xviii, 635. 


ApraAms. Surg. Clin. N. Am., 


HEAD AND NECK 


‘The danger of infection about the face. J. W. Hinton. 
Ann. Surg., 1927, Ixxxv, 104. 


Eye 


Some common eye conditions. N. B. HARMAN. Prac- 
titioner, 1927, Cxviii, 29. 

Congenital inflammatory anomalies of the eye. A. 
BARBIERI. Semana méd., 1926, xxxiii, 1589. 

What the general physician can do in the treatment of 
eye cases. R. J. Curvy. Kansas City Clin. Soc. Month. 
Bull., 1927, iii, 16. 

A case illustrating the effects of prolonged application of 
cold to the eye. K. E. Mapan. Lancet, 1927, ccxii, 18. 

Local vaccine therapy in ophthalmology. Kk. De 
Zeikowski. Med. Ibera, 1926, x, 587. 

The pathogenesis of microphthalmia. W. A. Kuan. 
Brit. J. Ophth., 1926, x, 625. 

Spectral rays and the eye. IE. Torok. J. Ophth, Otol. 
& Laryngol., 1927, xxxi, 1. 

The photoscope. J. I. Pascat. 
s. x, 48. 

Some thoughts on the psychology of refraction. J. F. 
Epwarps. California & West. Med., 1927, xxvi, 53. 

Changes in refraction, froma study of case records during 
four decades. C. F. Crark. Arch. Ophth., 1927, lvi, 52. 

Modern eyeglasses. B. HAseLtine. Clin. Med. & Surg., 
1927, XXXiv, 24. 

The welfare of the blind. Brit. J. Ophth., 1927, xi, 28. 

The present arrangements regarding ophthalmic benetits 
under the Insurance Acts. Brit. J. Ophth., 1927, xi, 27. 

Some observations on the use of dionin. J. G. LINN. 
Atlantic M, J., 1927, xxx, 221. 

The intensive use of dionin in ophthalmology. EF. 
StieREN. Atlantic M. J., 1927, xxx, 220. 

Preliminary observations on glaucoma as a result of 
epidemic dropsy. S. K. Mukuerjer. Calcutta M. J., 
1926, xxi, 267. 

Further studies on the light sense in early glaucoma. 
G.S. Derby, J. H. Waite, and E. B. Kirk. Arch. Ophth., 
1926, lv, 575. [361] 

Gangrene in ophthalmology. L. T. Post. Am. J. 
Ophth., 1927, 3 Ss. x, 50. 

nucleation of the ak with the implantation of 
endogenous cartilage. . H. Baciey. Am. J. Ophth., 
1926, 3 S. ix, 873. (362| 

Ivory implant —  aeaaemaee J. 1. Kemer. Am. J. 
Ophth., 1927, 3 S. x, 

Osteoma of the istenel plate of the orbit. P. Satanow- 
sky. Semana méd., 1926, xxxiii, 1418. 

Late fusion development in cases of strabismus. O. 
Wo tre. Am. J. Ophth., 1927, 3 s. x, 51. 

Two cases of extreme degrees of strabismus showing 


Am. J. Ophth., 1927, 3 


results of operations. J. M. Banister. Nebraska State 


M. J., 1927, xii, 26. 


436 





m 


B 


0] 
Bi 


M 








BIBLIOGRAPHY OF CURRENT LITERATURE 437 


The Todd tucker in muscle work. E. L. Posey. New 
Orleans M. & S. J., 1927, Ixxix, 532. 

The treatment of some cases of dacryocystitis. F. F. 
BALBUENA. Noticias med., 1926, Nov., 57 

Dacryocystorhinostomy (the endonasal and external 
combined operation). SisppaALtp and O’FARRELL. Rev. 
especialidades, 1926, i, 568. 

Syphilitic chancre of the lachrymal caruncle. C. San 
AntTONIO. Med. Ibera, 1926, x, 474. 

Hereditary abnormalities of the eye. II. Inheritable 
defects involving the eyelids and their mode of trans- 
mission. M. T. Mackin. Canadian M. Ass. J., 1927, 
xvii, 55. 

Palpebral akinesia. VAN Lint. Bruxelles-méd., 1926, 
vii, 86. 

The treatment of lagophthalmia by the removal of the 
superior cervical ganglion. R. Lericue. Bull. et mém. 
Soc. nat. de chir., 1926, lii, 948. 

Itching of the eyelids due to “ee ae. KF. W. 
Martow. Am. J. Ophth., 1927, 3 s. x, 52. 

Trachoma. H. L. Arnotp. New Gens M. & S. J., 
1927, Ixxix, 498. 

The treatment of trachoma by intramuscular injections 
of mercury. B. Y. Atvis and M. Wiener. Am. J. Ophth., 
1927, 3 S. X, 33. 

A —— method of dealing with destructive lesions of 
the lids. . Wricut. Indian M. Gaz., 1927, lxii, 12. 

nell Loot of the choroid. E. J. Lent and M. B 
Lyon. J. Indiana State M. Ass., 1926, xix, 443. [362] 

Interstitial keratitis of dental infection origin. G. W. 
MacKenzigz. Med. J. & Rec., 1927, cxxv, 85. 

Keratitis as a complication of Dengue fever. S. RicHarp- 
son. South M. J., 1927, xx, 32. 

Essential progressive atrophy of the iris: a second com- 
munication. G. Ek. DeScnwernitz. Arch. Ophth., 1927, 
lvi, 10. 

Tuberculous iridocyclitis as observed with the slit lamp, 
with remarks on tuberculin treatment. C. Kinc. Arch 
Ophth., 1926, lv, 563. [362] 

Pupillary oscillations secondary to the motor light reflex. 
A. SANTAMARIA. Policlin., Rome, 1926, xxxiii, sez. prat., 
1453- 

Unilateral Argyll-Robertson pupil. 
Rev. méd. d. Uruguay, 1926, xxix, 253. 

A case of endophthalmitis from a retained foreign- 
body phacocyst. D. T. Var_, Jr. Arch. Ophth., 1927, 
lvi, 5. 

Exfoliation of the lens capsule. A. N. ALLinc. Arch. 
Ophth., 1927, lvi, 1 

The formation of connective tissue in the interior of 
the crystalline lens with or without a lesion of the capsule. 
E. Repstos. Ann. d’anat. path., 1926, iii, 823. 

Blocking of the main trunk of the facial nerve in cataract 
operations, based on experience in over 150 cases. R. E. 
Wricut. Arch. Ophth., 1926, lv, 555. [362] 

Total anwsthesia of the ocular bulb and its use as a 
systematic procedure in the extraction of cataracts. J. 
Lij6 Pavia. Semana méd., 1926, xxxiii, 1502. 

The corneal section in cataract extraction: a small 
maneuver. R. F. Moore. Brit. J. Ophth., 1927, ii, 10. 

Lateral intracapsular extraction of cataracts. VAN LINT. 
Bruxelles-méd., 1926, vii, 173. 

Cases of asteroid hyalitis. G. H. Matuewson. Am. J. 
Ophth., 1927, 3 S. X, 53- 

The indications for extraction of the vitreous. P. 
BuriLt. Noticias med., 1926, p. 2. 

_, Nagel’s anomaloscope. A. Verrey. Brit. M. J., 1926, 
il, 1105. 

Intracranial hypertension without choked disk. A. 

Macitor. Am. J. Ophth., 1926, 3 s. ix, 880. 


Morettt-Isoia. 


Ophthalmic zona and the oculosympathetic syndrome. 
P. Jacquet and M. Bariféry. Bull. et mém. Soc. méd. 
d. hép. de Par., 1926, xlii, 1561. 

The interpretation of retinal folds. R. von peR Heypr. 
Am. J. Ophth., 1927, 3 s. x, 12. 

The significance of retinal haemorrhages. R. F. Moore. 
Brit. M. J., 1926, ii, 1097. 

A case of optic neuritis caused presumably by ankylos- 
toma duodenale infection. J. P. Lirrte. J. Roy. Army 
Med. Corps., Lond., 1927, xlviii, 61. 

An unusual association of ocular malformations: der- 
moid, dermoid lipoma, and coloboma of the optic nerve. 
J. Liy6 Pavia and M. DusseLporre. Semana méd., 1926, 
XXxiii, 1326. 


Ear 


Progress in otorhinolaryngology. F. J. Novak, Jr. 
Clin. Med. & Surg., 1927, xxxiv, 12. 

Recent advances in ear, nose, and throat—1926. H. M. 
Hays, A. Pacer, and W. H. Ayres. Med. Times, 1927, 
lv, 1 

Some comments on the advance in otolaryngology. H. 
Hays. J. Michigan State M. Soc., 1927, xxvi, 20. 

Résumé of otological studies. G. E. SHAMBAUCH. Arch. 
internat. de laryngol., 1926, xxxii, 1082. 

Fads and fancies in the practice of otolaryngology. G. 
KE. SHampBaucu. J. Am. M. Ass., 1926, Ixxxvii, 1720. [362] 

The petrous pyramid. J. D. Ricuarps. Am. J. Surg., 
1927, ii, 11. 

Reflex otalgia. L. S. Moreno. Semana méd., 1926, 
XXXili, 1444. 

The functional] examination of hearing: deafmutism and 
the education of the deaf. R. SONNENSCHEIN. Arch. 
Otolaryngol., 1927, v, 48. 

The voice test of hearing. D. MacrarLan. Arch. 
Otolaryngol., 1927, v, 1. 

A case of unilateral deafness after radiotherapy. J. 
Moe ter. Arch. internat. de laryngol., 1926, xxxii, 1088. 

Experiences with the Dowling treatment in ear, nose, 
and throat diseases. S. KNopr. Laryngoscope, 1927, 
XXXVii, 17. 

A patient presenting unusual movements of the tym- 
panic membrane associated with tinnitus—a case report. 
J. A. W. Herrick. J. Ophth., Otol. & Laryngol., 1927, 
XXXi, 24. 

A cystic tumor of the tympanic cavity. 
Arch. internat. de laryngol., 1926, xxxii, 1121. 

A new myringotomy knife. C. A. CampBeti. Arch. 
Otolaryngol., 1927, v, 47. 

Secondary formation of the tympanum after the re- 
moval. A. Biocw. Arch. internat. de laryngol., 1926, 
XXXii, 1125. 

The bacteriology of acute ears. V. K. Hart. Laryn- 
goscope, 1927, XXXxvil, 56. 

Suppuration of the middle ear: its causes, symptoms, 
diagnosis, and treatment. A. N. Parir. Indian M. Gaz., 
1927, Ixii, 19. 

A case of recovery from streptococcic meningitis in the 
course of an acute otitis. VALAT and ANprigv. Arch. 
internat. de laryngol., 1926, xxxii, 1137. 

Vestibular dissociation in the course of a latent syphilitic 
meningitis. RAMADIER and Causse. Arch. internat. de 
laryngol., 1926, xxxii, 1133. 

A case of dissociation of the vestibular canals; discord 
ance of the excitability of the horizontal and vertical 
canals. VALat. Arch. internat. de laryngol., 1926, xxxii, 
1135. 

The maintenance of attitude and its relation to the 
vestibular mechanism. J. G. Witson. Laryngoscope, 
1926, XxXxvi, 791. 


HALPHEN. 








438 INTERNATIONAL ABSTRACT OF SURGERY 


Nystagmus in an infant. G. M. Mitvar and J. A. WIL- 
son. Brit. M. J., 1927, i, 1 

Presentation of an apparatus for studying nystagmus. 
BALDENWECK. Arch. internat. de laryngol., 1926, xxxii, 
1147. 

The surgical treatment of vertigo by opening of the 
endolymphatic sac. G. PortTMANN. Presse méd., Par., 
1926, Xxxiv, 1635. 

Fulminating mastoiditis. H. Hays. 
1927, XXXVii, 45. 

An unusual complication of mastoiditis. F. W. WATKYN- 
Tuomas. Lancet, 1927, ccxii, 179. 

The Schwartze operation for acute mastoiditis. G. J. 
Jenkins. Brit. M. J., 1926, ii, 1153. 

The results of the radical and modified radical opera- 
tions. J. S. Fraser. Brit. M. J., 1926, ii, 1154. 

The results of operation for mastoiditis. H. von Nru- 
MANN. Brit. M. J., 1926, ii, 1157. 

A mastoid suction-wiper. M. J. MANDELBAUM. Am. J 
Surg., 1927, li, 60. 

Carcinoma of the mastoid region secondary to chronic 
purulent otitis media in a woman with lues. G. ZANNI. 
Policlin., Rome, 1926, xxxiii, sez. prat., 1388. 


Laryngoscope, 


Nose and Sinuses 


Reconstruction of the nasal bridge by means of autog- 
enous rib cartilage grafts. W.T. GARRE TSON. J. Michigan 
State M. Soc., 1927, xxvi, 36. 

Suppurating hie ‘matomata of the nasal septum; their 
relation to erysipelas. P. Berrein. Arch. internat. de 
laryngol., 1926, xxxii, 1054. 

Cerebrospinal rhinorrhea: report of a case. B. S. 
RouMAN. California & West. Med., 1927, xxvi, 61. 

Erysipelas, abscess of the nasal septum with elimination 
of the sequestrum. LaBerNApiIe. Arch. internat. de 
laryngol., 1926, xxxii, 1203. 

The surgical treatment of ozena. J. BASAvILBASO and 
C. P. Mercanpino. Semana méd., 1926, xxxiii, 1496. 

Leishmaniasis of the rhinopharyngeal form. IF. Ca- 
RRILLO. Rev. méd. d. Rosario, 1926, xvi, 458. 

A case of nasopharyngeal fibroma. C. Morarp. Rev. 
méd. de la Suisse Rom., 1926, xlvi, 934. 

Congenital osseous occlusion of the choanw. W. S. 
THACKER-NEVILLE. J. Laryngol. & Otol., 1927, xlii, 48. 

Tutocaine: a local anasthetic in rhinolaryngology. O. 
1). CUNNINGHAM. Laryngoscope, 1926, xxxvi, 837. [364| 

Nasal surgery under rectal anwsthesia. EK. H. Jones. 
New Orleans M. & S. J., 1927, Ixxix, 533. 

A case of nvevocarcinoma of the nasal fossa. CHeLIponis. 
Arch. internat. de laryngol., 1926, xxxii, 1140. 

The sinus problem. G. B. Triste. Virginia M. Month., 
1927, liii, 682. 

Normal and pathological development of the sinuses. J. 
H. Suea. New Orleans M. & S. J., 1927, Ixxix, 523. 

Hahnemann College clinics—acute infections of the ac- 
cessory sinuses. H. S. Weaver. Homeop. Recorder, 
1927, Ixii, 1. 

Infections of the nose and nasal accessory sinuses. J. 
W. Carmack. J. Indiana State M. Ass., 1927, xx, 14. 

Catarrhal inflammation of the nasal accessory sinuses 
and its diagnosis. O. Hirscu. J. Laryngol. & Otol., 1927, 
xlii, 30. 

Manifestations of paranasal sinusitis. J. H. Leypa. 
Colorado Med., 1927, xxiv, 8. 

The diagnosis of paranasal sinus disease. C. L. LARSEN. 
Minnesota Med., 1927, x, 30. 

Some re sflections on the diagnosis and conservative treat- 
ment of diseases in the nasal accessory sinuses. L. Ef. 
Brown. Ohio State M. J., 1927, xxiii, 39. 





A device for the exact placing and fixation of the head 
in skiagraphy, with particular reference to examination of 
the accessory nasal cavities. H. Opguist. Acta radiol., 
1926, v, 565. 

Presentation of cases of sinusitis. J. I. KLepprEr. 
Laryngoscope, 1927, Xxxvii, 10. 

The local administration of bacterial vaccines in the 
treatment of subacute and chronic nasal sinus conditions. 
H. Hays. Laryngoscope, 1926, xxxvi, 812. [364] 

Acute frontal sinus suppuration: an unusual variation in 
the anatomy. H. B. Tawse. Proc. Roy. Soc. Med., Lond., 
1927, XX, 219. 

A new frontal sinus operation. H. A. Kiscu. Proc. 
Roy. Soc. Med., Lond., 1927, xx, 220. 

Primary osteoma of the frontal sinus. 
Ann. ital. di chir., 1926, v, 971. 

Osteoma of the ethmoid. G, Worms. Arch. internat. de 
laryngol., 1926, xxxii, 1130. 

Nasal mucous polypi: intranasal operation on the 
ethmoidal air cells; purulent leptomeningitis; death; 
autopsy. A. L. TurNer and F. E. ReyNoxps. J. Laryngol. 
& Otol., 1926, xli, 717. [364| 

Surgery of the ethmoid. R. H. SKILLERN. J. Ophth., 
Otol. & Laryngol., 1927, xxxi, 17. 

[external operation on the ethmosphenoid-frontal group 
of sinuses under local anasthesia: the technique for the 
removal of part of the optic foramen wall for the relief of 
the pressure on the optic nerve. E. C. Sewati. Arch. 
Otolaryngol., 1926, iv, 377. [365] 

Closed sphenoidal empyema and optic neuritis. RAmaA- 
pier. Arch. internat. de laryngol., 1926, xxxii, 1142. 

A diagnostic sign of maxillary sinus. Iccrr. Arch. 
internat. de laryngol., 1926, xxxii, 1204. 

The réle of chronic maxillary sinusitis in genera] in- 
fections. L. B. Lockarp and A. J. ARGALL. Colorado 
Med., 1927, XXiv, 3. 

The treatment of maxillary sinusitis through the inferior 
meatus. M. A. Torres. Noticias med., 1926, p. 15. 
Semana med., 1926, xxxiii, 1283. 

The endonasal treatment of maxillary sinusitis. BARAJAS 
and pe Vitcues. Siglo méd., 1926, Ixxiii, 565. 


RIGHETTI. 


Mouth 


A case of median cleft of the upper lip. B. M. Dick. 
Edinburgh M. J., 1927, xxxiv, 45. 

The management of cleft-lip and palate cases. EK. W. 
Spracue. Surg. Clin. N. Am., 1926, vi, 1481. 

Cleft re a clinical study of a method for its treat- 
ment. A. M. Forspes. Canadian M. Ass. J., 1927, xvii, 
70. 

Two-stage — for cleft palate. W. BILLINGTON. 
Brit. M. J., 1927, 1 

Perforation of the polete. H. B. Tawse. Proc. Roy. Soc. 
Med., Lond., 1927, xx, 218. 

Stomatologists and their education. F. C. Waite. 
Med. J. & Rec., 1927, cxxv_ 33. 

The necessity for medically trained oral specialists. A. 
Owre. Med. J. & Rec., 1927, cxxv, 31. 

Focal infection from the stomatological point of view. 
A. M. Nootne. Med. J. & Rec., 1927, cxxv, 40. 

Oral sepsis in its felationship to focal infection and 
elective localization. E. C. Rosenow. Med. Herald & 
Physiotherap., 1927, xlvi, 1. 

School mouth hygiene ma stomatology. A. PIPERNO. 
Med. J. & Rec., 1927, cxxv, 45. 

Some new points in oral sepsis. A. Basster. Med. J. 
& Rec., 1927, cxxv, 38. 

The status of the roentgenogram in focal infection. J. 
W. Post. Med. J. & Rec., 1927, cxxv, 42. 





— a 





| 


i- 
lo 


wn 


AS 


nd 


NO. 





BIBLIOGRAPHY OF CURRENT LITERATURE 439 


Stomatological radiology in public hygiene. O. Weskt. 
Med. J. & Rec., 1927, cxxv, 88. 

Dentistry related to eye, ear, nose, and throat work. 
A. J. Ettincton. South M. & S., 1927, Ixxxix, 22. 

Medical approach and interpretation in dental radiog- 
raphy. B. C. Darutnc. Med. J. & Rec., 1927, cxxv, 


ae guide to the study of alveolar pyorrhoea. O. RoMER. 
Med. J. & Rec., 1927, cxxv, 35. 

A plastic operation for bucco-antral fistula. I. W. 
VoorHEES. Internat. J. Med. & Surg., 1927, xl, 19. 

A simple suction tongue depressor. R. JAcKson. J. 
Am. M. Ass., 1927, Ixxxviii, 170. 

A case of acute glossitis. A. B. De Castro. Indian M. 
Gaz., 1927, xii, 26. 

A case of lingual nevus. P. N. Mirra. Indian J. Med., 
1926, Vii, 197. 

Total removal of the tongue by diathermy for carcinoma. 
C. A. S. Ripout. Proc. Roy. Soc. Med., Lond., 1927, xx, 


a 

Labioglossolaryngeal paralysis and chronic poliomyelitis. 
ALURRALDE Mariano and Gotrusso GUILLERMO. Rev. 
Asoc. méd. argent., 1926, xxxix, 5209. 

Cancer of the tongue. G. M. Semken. Ann. Surg., 
1927, Ixxxv, 142. 

Carcinoma of the mouth: types and degrees of malig- 
nancy. A. C. Bropers. Am. J. Roentgenol., 1927, xvii, 
go. 


Pharynx 


Pharyngeal and asophageal diverticula. W. Hut. 
Brit. M. J., 1926, ii, 1163. 

Large pharyngeal diverticula. E. I. Spriccs. Brit. M. 
J., 1926, ii, 1169. 

The unfolding drama of the infected throat. C. R. 
GreEN. J. Am. Inst. Homeop., 1927, xx, 10. 

An anatomical study of the superficial and deep lym- 
phoid tissues of the nose and throat. C. A. CRuMRINE. 
Atlantic M. J., 1926, xxx, 58. [365] 

Acute retropharyngeal abscess in childhood. D. 
Guturie. Brit. M. J., 1926, ii, 1174. 

Inferior retropharyngeal abscess in the nursling. R. 
Renpu. Arch. internat. de laryngol., 1926, xxxii, 1085. 

Cervical zona with velopalatine hemiplegia; rapid relief 
of the pain after diathermy. BourGrots. Arch. internat. 
de laryngol., 1926, xxxii, 1114. 

Congenital intratonsillar cysts. H. ZuBIzARRETA. Rev. 
especialidades, 1926, i, 552. 

The pathological anatomy of cryptic tonsillitis. H. 
ZUBIZARRETA. Semana méd., 1926, xxxiii, 1460. 

The object of removing enlarged and infected tonsils. 
B. C. Gite. Am. Med., 1927, xxxiii, 51. 

Indications for tonsillectomy. W. I’. Bowser. J. Iowa 
State M. Soc., 1927, xvii, 18. 

Palatine tonsils and their operative removal. R. 
Macuapo. Brazil-méd., 1926, xl, 3509. 

The question of operation on the palatine tonsils. F. 
Erras. Folha med., 1926, vii, 265. 

The operation of tonsillectomy. W. O. Lopce. Brit. 
M. J., 1927, i, 56. 

A method of subtotal tonsillectomy. FE. DARABAN. 
Arch. internat. de laryngol., 1926, xxxii, 1049. 

Postoperative leucocytosis and temperature variations 
following tonsillectomy: an analysis of 147 cases arranged 
in four age groups. J. A. Foore and M. Setincer. Am. 
J. Dis. Child., 1927, xxxiii, 96. 

Tumor of the tonsil. TARNEAUD. Arch. internat. de 
laryngol., 1926, xxxii, 1131. 

Electrocoagulation snares for tonsil and intranasal 
surgery and for benign or malignant growths. A. R. 


HOLLENDER and M. H. Cortte. Surg., 
1927, xliv, 123. 

Epithelioma of the tonsil in a woman. N. Patrrerson. 
Proc. Roy. Soc. Med., Lond., 1927, xx, 221. 

Epithelioma of left tonsil, the left anterior pillar of the 
fauces, the tongue, and the lower jaw. C. A. S. Ripour. 
Proc. Roy. Soc. Med., Lond., 1927, xx, 221. 

Surgical treatment ‘of malignant disease of the upper 
air and food passages. F. J. Srewarp. Brit. M. J., 1926, 
ii, 819. [365] 

Tretia by the X-rays of malignant disease of the 
upper air and food passages. R. Knox. Brit. M. J., 1926, 
ii, 821. [365] 

Treatment by radium of malignant disease of the upper 
air and food passages. Sir W. MILLIGAN. Brit. M. J., 
1926, ii, 822. [365] 

The treatment by diathermy of malignant disease of 
the upper air and food passages. W.S. Syme. Brit. M. J., 
1926, ii, 825. [365] 


Neck 


A case of a needle tolerated in the cervical region for 
five months. J. N. Roy. Arch. internat. de laryngol., 
1926, XXXii, 1193. 

( ‘ongenital lymph cysts of the lateral region of the neck. 
SouBErRAN. Arch. franco-belge de chir., 1926, xxix, 514. 

Infections of the neck, with the report of a case resem- 
bling Ludwig’s angina. R. J. Wuirr. Texas State J. M., 
1927, Xxii, 587. 

Branchial cyst. J. W. Toomson. Lancet, 1927, ccxii, 76. 

Experimental observations on irradiated, normal, and 
partially parathyroidectomized rabbits. I. The effects of 
partial parathyroidectomy. IF. L. Gates and J. H. B. 
GRANT. J. Exper. Med., 1927, xlv, 115. 

Experimental observations on irradiated, normal, and 
partially parathyroidectomized rabbits. The effects of 
injections of calcium chloride or of disodium hydrogen 
phosphate. F. L. Gates and J. H. B. Grant. J. Exper. 
Med., 1927, xlv, 125. 

Experimental observations on irradiated, normal, and 
partially parathyroidectomized rabbits. III. The effects 
of inanition. F. L. Gates and J. H. B. Grant. J. Exper. 
Med., 1927, xlv, 139. 

Histological modifications of the thyroid in animals sup- 
posedly due to the action of asphyxiating gases. [. 
More tut. Sperimentale, 1926, Ixxx, 371. 

A nervous influence as the cause for a disturbed function 
of the thyroid gland. B. Gorpon. Atlantic M. J., 1927, 
XXX, 235. 

The infectious factor in diseases of the thyroid. SERRANO 
Diaz. Arch. de med., cirug. y especial., 1926, vii, 585. 

A case of thyro-pituitary endocrinopathy. C. WorstrR- 
Droucut. Brit. M. J., 1927, i, 50. 

Acute thyroiditis. H. M. Crure and L. W. Ssiru. 
Surg., Gynec. & Obst., 1927, xliv, 23. 

Observation of goiter. J. F. Hacrerty. Surg. Clin. N. 
Am., 1926, vi, 1555. 

Enormous laryngotracheal deviation due to a goiter; 
intervention; recovery. VIALLE, JULIEN and VIALLE, 
Jacques. Arch. internat. de laryngol., 1926, xxxii, 1205. 

Goiters complicated with heart disease. F. H. Laney. 
Kansas City Clin. Soc. Month. Bull., 1927, iii, r. 

Adenoma of the thyroid. W. B. Parsons, Jr. Ann. 
Surg., 1927, Ixxxv, 107. 

Incipient hyperthyroidism. C. F. 
Kansas M. Soc., 1927, xxvii, 1. 

The symptom complex resembling hyperthyroidism 
without increased metabolism: preliminary report. S. 
Strouse and H. F. Brnswancer. J. Am. M. Ass., 1927, 
Ixxxviii, 161. 


Gynec. & Obst., 


CorRIGAN. J. 








440 


Toxic goiter, D. Miner. Surg. Clin. N. Am., 1926, vi, 
1641. 

Kxophthalmic goiter. E.L. Jenkinson. Illinois M. J., 
1927, li, 56. 

Does hyperplasia offer any evidence for the thyrogenesis 
of Graves’ disease? C. F. Hoover. Am. J. M. Sc., 1927, 
clxxiii, 11. 

Exophthalmos: the mechanism of its production in 
exophthalmic goiter. J. H. Tittey. Ann. Surg., 1926, 
Ixxxiv, 647. [367] 

Gastric secretion in Graves’ disease. H. Mout and R. 
A.M. Scott. Lancet, 1927, ccxii, 68. 

An early case of exophthalmic goiter. D. Miner. Surg. 
Clin. N. Am., 1926, vi, 1643. 

Modern management of exophthalmic goiter. J. DrJ. 
PEMBERTON. California & West. Med., 1926, xxv, 619. 

[367] 

The use of iodine in Basedow’s disease. D. MASELLI. 
Policlin., Rome, 1926, xxxiii, sez. med., 565. 

A case of Basedow’s disease with amelioration from 
iodine treatment. LANpAv. Bull. et mém. Soc. méd. d. 
hdp. de Par., 1926, xlii, 1637. 

Nine cases of Flajani-Basedow’s disease treated by 
radiotherapy. P. M. Franco. Actinoterapia, 1926, v, 


57- 

Basedow’s disease and the results of its operative treat- 
ment in the Drammen Hospital. N. H. BroperseNn and 
H. F. Harsitz. Acta chirurg. Scand., 1926, Ixi, 107. [368] 

Recognition of the goiter patient unsuited to thyroidec- 
tomy. W. Bartietr. J. Am. M. Ass., 1926, Ixxxvii, 1279. 


[368] 
Substernal goiter. I’. H. Laney. J. Am.M. Ass., 1926, 
Ixxxvii, 1282. [368] 


Review of 3,600 thyroidectomies. DeCourcy. 


Internat. J. Med. & Surg., 1927, xl, 15. 


5. &. 


Malignant growths of the thyroid. I. Hl. Poot. Ann. 
Surg., 1927, Ixxxv, 120. 
Carcinoma of the thyroid. A. F. Tyter. Nebraska 


State M. J., 1927, xii, 23. 


SURGERY OF ‘THE 


Brain and Its Coverings; Cranial Nerves 


Connective tissue of choroid plexus in, vertebrates. 
L. BoGLtoLo. Studi Sassaresi, Sassari, 1926, 2 s. iv, 377. 

A sense organ in the ependyma of the diencephalon. C. 
GANFINI. Studi Sassaresi, Sassari, 1926, 2 Ss. iv, 393. 

Fractures of the cranium and cerebral contusion. A. 
Yovice. Rev. méd. Lat.-Am., 1926, xii, 242. 

Recent advances in neurosurgery, especially in the diag- 
nosis and treatment of brain injuries. W. Suarre. In- 
ternat. J. Med. & Surg., 1927, xl, 1. 

Discussion on pituitary disorders: disturbances of 
growth, of sexual functions, and of metabolism. G. 
Houmes. Brit. M. J., 1926, ii, 1035. 

Discussion on pituitary disorders. The anatomical and 
surgical standpoint: diagnosis; treatment. N. M. Dorr. 
Brit. M. J., 1926, ii, 1040. 

Metastatic brain abscess secondary to perirectal abscess 
and stricture of the rectum: report of acase. C.S. SCHAFER. 
J. Am. M. Ass., 1927, Ixxxviii, 240. 

A case of cerebral abscess following otorrhoea. M. L. D. 
Gupta. Indian M. Gaz., 1927, Ixii, 25. 

A large abscess of the left cerebrum twelve years after a 
war wound; operation after intervention without sequel. 
ALAJOUANINE and Petit-DuTattuts. Bull. et mém. Soc. 
méd. d. hép. de Par., 1926, xlii, 1630. 


INTERNATIONAL ABSTRACT OF SURGERY 


Carcinoma of the thyroid in a boy aged 12. E. G. 
SLESINGER. Proc. Roy. Soc. Med., Lond., 1927, xx, 
192. 

Deviation of the larynx as a sign of modified function of 
the diaphragm. G. BILANncriont. Policlin., Rome, 1926, 
Xxxili, sez. prat., 1500. 

Primary and pseudo-croup and foreign bodies in the 
laryngotracheal tube. G. Panstnr. Riforma med., 1926, 
xlii, 1035. 

The laryngeal paralyses; an attempt at interpretation of 
their pathogenesis. H. Prosy. Arch. internat. delaryngol., 
1926, Xxxii, 1195. 

Primary tuberculous laryngitis after bacillary septi- 
cemia. H. Capocue. Arch. internat. de laryngol., 1926, 
XXXii, 1153. 

Tuberculosis of the larynx: treatment by surgical inter- 
vention in the superior and inferior laryngeal (recurrent) 
nerve: a report based on seventy-nine cases. H. P. Scuucr. 
Arch. Otolaryngol., 1926, iv, 479. 

One hundred and fifty-seven cases of laryngeal stenosis 
following measles. A. M. CALDERIN. Noticias med., 1926, 
Nov., 3. 

Operative relief of laryngostenosis. A. Scawyzer. Ann. 
Surg., 1927, Ixxxv, 40. 

Four laryngeal tumors. H. B. Orton and H. BARKHOorRN. 
Surg. Clin. N. Am., 1926, vi, 1530. 

Syphilitic polyposis of the larynx. Worms and Lirvux. 
Arch. internat. de laryngol., 1926, xxxii, 1128. 

Papilloma of the larynx. A. Birocu. Arch. internat. de 
laryngol., 1926, xxxii, 1147. 

Laryngeal and tracheal leucoplakia. RouGer. Arch. 
internat. de laryngol., 1926, xxxii, 1115. 

Radio-active substances: their therapeutic uses and ap- 
plications: the application of radium to laryngeal cancer. 
J. Muir. Radiology, 1927, viii, 34. 

A patient who underwent total laryngectomy two years 
ago and has since acquired a useful voice. D. Gururir. 
Proc. Roy. Soc. Med., Lond., 1926, xix, Sect. Laryngol., 
65. [369] 


NERVOUS SYSTEM 


The diagnosis of intracranial suppuration. H. L. 
PARKER. Northwest Med., 1926, xxv, 632. 

Increased intracranial pressure associated with tumors 
within the cranium. J.S. B. Sroprorp. Brit. M. J., 1926, 
ii, 1207. [370] 

A clinical study of intracranial tumors and especially 
of some errors in their diagnosis. Sir J. Purves-STewarrt. 
Proc. Roy. Soc. Med., Lond., 1926, xx, Sect. Neurol., 1. 

|370| 

Some clinical considerations of brain tumors. A. A. 
BARRON. South. M. & S., 1627, Ixxxix, 13. 

A case of tumor of the brain without symptoms. 5. 
Smitn. Brit. M. J., 1927, i, 136. 

A case of cerebral neoplasm. I. Srrauss. Med. Clin. N. 
Am., 1927, X, 1071. 

A case of cerebral tumor. SonNetT. Arch. méd. belges, 
1926, Ixxix, 499. 

Pontocerebellar tuberculoma. 
pecialidades, 1926, i, 690. 

A typical case of glioma. I’. PoyALes. Med. Ibera, 1926, 
X, 387. 

The tonic neck reflexes and their clinical significance in 
tuberculous meningitis in children. I.S. Wecus_er. Med. 
Clin. N. Am., 1927, x, 989. 

Meningeal carcinomatosis, with a case report. W. R. 
Guttman. Illinois M. J., 1927, li, 62. 


V. Diirri. Rev. es- 








r- 
{) 


sis 
6 


’ 


irs 
Ik. 


59| 


ors 
20, 
70| 
lly 
RT. 


70| 


BES, 


26, 


> in 
ed. 





BIBLIOGRAPHY OF CURRENT LITERATURE 441 


Some anatomical observations on the nerves of the face 
and neck. Str C. A. BALLANCE and L. CoLLepGe. J. 
Laryngol. & Otol., 1927, xlii, 1. 

Multiple unilateral paralysis of the cranial nerves. 
WINTER, GARCIN, and DerEUx. Bull. et mém. Soc. méd. 
d. hép. de Par., 1926, xlii, 1553. 

Division of the sensory root on both sides. C. H. 
FRAZIER. J. Am. M. Ass., 1926, lxxxvii, 1730. (371] 

The treatment of facial neuralgia by a vaccine. Drss- 
BpuRY. Arch. internat. de laryngol., 1926, xxxii, 1204. 

A tumor of the acoustic nerve. De MARTEL. Bull. et 
mém. Soc. nat. de chir., 1926, lii, 1221. 


Spinal Cord and Its Coverings 


The relation between the spinal roots and the vertebre. 
P. Banzet. Ann. d’anat. path., 1926, iii, 833. 

Lipiodol injection for the localization of spinal cord tu- 
mors and other lesions. I. Strauss. Med. Clin. N. Am., 
1927, X, 1079. 

A radicular syndrome due to metastasis. R. ORLANDO. 
Rev. especialidades, 1926, i, 636. : 

Definite level symptoms suggesting a spinal tumor: 
thirty-three patients subjected to laminectomy. I. Sacus 
and M.A.Graser. J.Am.M. Ass., 1927, lxxxviii, 308. 

A case of fibroneuroma of the cauda equina. I. Curis- 
TIAN. Indian M. Gaz., 1927, lxii, 23. 

The reaction of the spinal medulla in surgery. Riforma 
med., 1926, xlii, 967. 


Peripheral Nerves 


Root paralysis of the brachial plexus of the superior or 
Erb-Duchenne type. M. ALURRALDE, M. J. Sepicu, and 
and R. Savace. Arch. conferencia de médicos d. Hosp. 
Ramos Mejia, 1926, x, 104. 

The phrenicoparietal syndrome. P. Cossto. Semana 
méd., 1926, xxxili, 1408. 

Paralysis of the right diaphragm in the newborn due to 
phrenic nerve injury: report of a case. J. E. Dyson. 
J. Am. M. Ass., 1927, Ixxxviii, 94. 

Phrenicectomy in the treatment of pulmonary tubercu- 
losis. BERARD, GUILLEMINET, and Desyacques. Arch. 
franco-belge de chir., 1926, xxix, 373. 

Relief of diaphragmatic tic following encephalitis by 
section of phrenic nerves: report of case. C. E. DowMAN. 
J. Am. M. Ass., 1927, Ixxxviii, 95. 

Sciatica: Pott’s disease. Sir J. O’Conor. Brit. M. J., 
1927, i, 99. 

Recurrent neurofibroma. M. Danzis and H. Reicu. 
Surg. Clin. N. Am., 1926, vi, 1431. 


Sympathetic Nerves 


Periarterial sympathectomy and the regeneration of the 
peripheral nerves. G. CLemente. Arch. ital. di chir., 
1926, Xvi, 413. 


SURGERY OF 


Chest Wall and Breast 


Massive hypertrophy of the breasts. S. C. PLUMMER and 
W. S. Bump. Ann. Surg., 1927, Ixxxv, 61. 

A case of galactocele. G. MiLLut. Riforma med., 1926, 
xlii, 961. 

Swellings of the male breast. EK. ANprews and O. I. 
KAMPMEIER. Surg., Gynec. & Obst., 1927, xliv, 30. 


Three cases of periarterial sympathectomy. VAN Erps. 
J. de chir., 1926, xxv, and Ann. Soc. belge de chir., 1926 
XXxili 3. 

The relief of anginal pain. P. Honty. Ohio State M. J., 
1927, Xxiii, 38. 

The surgery of the visceral sympathetic system. M. 
Donati and D. VANnNuccr. Riforma med., 1926, xlii, 1105. 

A case of surgical treatment of tonus. Lemorne. J. 
de chir., 1926, xxv, and Ann. Soc. belge de chir., 1926, 
XXXili, I1. 

Lumbar sympathectomy by the abdominal route in a 
case of Raynaud’s disease. E. H. MENsING and J. O. 
DieteRIe. Wisconsin M. J., 1927, xxvi, 30. 

A contribution on the subject of neuroblastomata of the 
sympathetic system. V. CaTanta. Sperimentale, 1926, 
Ixxx, 491. 


Miscellaneous 


Some points in the physiology and pathology of the cere- 
brospinal fluid. P. PaGcnrez. Presse méd., Par., 1926, 
XXXiV, 1543. 

Neurological clinic. G. M. Price. J. Iowa State M. 
Soc., 1927, xvii, 8. 

Clinical studies on an elementary postural reflex. P. 
DetmMaAs-MaArSALeET. J. de méd. de Bordeaux, 1926, ciii, 
819, 864. 

A contribution on the prognosis of hypertony. B. 
Benn. Acta med. Scand., 1926, lxiv, 512. 

Cistern puncture in children. D. Stewart. Edinburgh 
M. J., 1927, xxxiv, 30. 

Pneumo-encephalography by the lumbar route; a new 
technique. Sicarp, HAGUENAU and GALLy. Bull. et m4m. 
Soc. méd. d. hép. de Par., 1926, xlii, 1563. 

Roentgenological exploration of spinal and cerebral 
spaces, genito-urinary organs, and other organic cavities 
with iodized oil. J. A. Sicarp and J. EF. Forestier. 
Radiology, 1926, vii, 385. (371) 

On the value of lipiodol as an aid in neurological locali- 
zation. J. Wo_rsoun and FE. J. Morrissey. California & 
West. Med., 1927, xxvi, 55. 

Vacuum frontal headaches. C. E. Wart. J. Med. Ass. 
Georgia, 1927, Xvi, 27. 

Special therapeutic considerations in syphilis of the nerv- 
ous system. R. Hoyr. Med. Clin. N. Am., 1927, x, 981. 

Recklinghausen’s disease. J. LuAmBias. Rev. méd. d. 
Rosario, 1926, xvi, 409. 

Critical considerations on the pathogenesis of acromeg- 
aly. S. Trentini. Policlin., Rome, 1926, xxxiii, sez. prat., 
1381. 

Jackson’s syndrome due to a bullet wound. V. Dimitri. 
Rev. especialidades, 1926, i, 614. 

The treatment of Jacksonian epilepsy. R. ALESSANDR:. 
Bruxelles-méd., 1926, vii, 103. 

Neuro-fibro-sarcoma. W. IpBotson. Proc. Roy. Soc. 
Med., Lond., 1927, Xx, 224. 

Experiences in neurological surgery A. B. KANAVEL. 
J. lowa State M. Soc., 1927, xvii, 1. 


THE CHEST 


A new case of tuberculosis of the female breast. <A. 
Turco, Ann. ital. di chir., 1926, v, toot. 

The formation and treatment of fibro-adenomata of the 
breast. G. L. Curate. Arch. Surg., 1926, xiii, 617. [372| 

Paget’s disease of the breast. G. Secu. Policlin., 
Rome, 1926, xxxiii, sez. chir., 529. 

Carcinoma of the breast. R. B. Greenoucu. Am. J. 
Roentgenol., 1926, xvi, 439. |372| 








442 


A case of cancer of the breast with an unusual] sequel. 
W. G. Evans. Lancet, 1927, ccxii, 128. 


The treatment of carcinoma of the breast. R. FE. 


Fricke. Radiology, 1927, viii, 39. 
Thoracotomy in breast cancer. 
Surg., 1927, Ixxxv, 146. 


G. H. Semken. Ann. 


Trachea, Lungs, and Pleura 


A case of subglottic stricture of the trachea. H. TiLtey. 
Proc. Roy. Soc. Med., Lond., i927, xx, 223. 

Reconstruction of the trachea. I’. R. Farrcutp. Surg., 
Gynec, & Obst., 1927, xliv, 119. 

Foreign bodies in the air passages. B. Wiskovsky. 
Arch. internat. de laryngol., 1926, xxxii, 1062. 

Foreign bodies in the bronchi. RouGet and LEMARIEY. 
Arch. internat. de laryngol., 1926, xxxii, 1132. 

Foreign bodies in the air and digestive passages. S. L. 
Arauz. Rev. especialidades, 1926, i, 574. 

Beads as foreign bodies in the bronchi; mechanical prob- 
lems presented and their solution. E. J. Patrerson. 
Ann. Otol., Rhinol. & Laryngol., 1926, xxxv, 989. [372] 

A hook-like instrument for the extraction of foreign 
bodies from the bronchi. M.Sasaxt. Arch. Otolaryngol., 
1927, V, 40. 

The management of certain pulmonary and pleural in- 
juries. R. H. Dterrenpacn. Surg. Clin. N. Am., 1926, 
vi, 1581. 

Lung diseases. J. W. Suuman. Med J. & Rec., 1927, 
CXxv, 26. 

Chronic lung infections in children. M. Davipson and 
W. J. Pearson. Am. J. Dis. Child., 1927, xxxiii, 1. 

Bronchoscopy in disease. H. B. Orton and H. Bark- 
HORN. Surg. Clin. N. Am., 1926, vi, 1534. 

Limitations in the use of lipiodol in the diagnosis of 
diseases of the lungs. P. P. Vinson and W. S. Lemon. 
Med. Clin. N. Am., 1926, x, 553. [373] 

Bronchography following the “passive” introduction of 
contrast media into the tracheobronchial tree. A. OCHSNER. 
Wisconsin M. J., 1926, xxv, 544. [373] 

Tracheobronchial diphtheria. J. R. Paso. Semana méd., 
1926, Xxxiii, 1181. 

Caseous and ulcerating bronchopneumonia; treatment 
by extraplcural thoracoplasty in the fifth month of preg- 
nancy; recovery after two and one-half years. Sayé. 
Bull et mém. Soc. méd. d. hép. de Par., 1926, xlii, 1780. 

Unilateral inhibition of the cervical sympathetic and 
phrenic nerves in the course of a sclerosing inflammation 
of the right upper lobe. FE. Sercent, J. De Massary, and 
R. Benpa. Bull. et mém. Soc. méd. d. hép. de Par., 1926. 
xlii, 1604. 

Therapeutic pneumothorax in pulmonary tuberculosis. 
N. Hermans. Arch. méd. belges, 1926, Ixxix, 481. 

Two cases of phrenicectomy in the treatment of pul- 
monary tuberculosis. Sayé. Bull. et mém. Soc. méd. d. 
hdp. de Par., i926 xlii, 1782. 

‘Thoracoplasty in pulmonary tuberculosis. W. Wuitre- 
MORE. Boston M. & S. J., 1927, cxcvi, 1. 

Anwsthesia in extrapleural thoracoplasty for advanced 
pulmonary tuberculosis. W. Meyer. Arch. Surg., 1927, 
xiv, 432. 

A new case of bronchospirochetosis of Castellani. J. J. 
Vitén, J. A. Crucrant, and D. Vivort. Arch. conferencia 
de médicos d. Hosp. Ramos Mejia, 1926, x, 95. 

A case of bronchospirochetosis of Castellani. L. P. 
Amiccar and J. BaciGaLupo. Rev. Asoc. méd. argent., 
1926, xxxix, 562. 

Bronchopulmonary spirochetosis in patients with tho- 
racic war wounds. A. PELLE. Bull. et mém. Soc. méd. d. 
hdp. de Par., 1926, xlii, 1701. 


INTERNATIONAL ABSTRACT OF SURGERY 


A case of bronchial spirochzetosis of Castellani. P. A. 
LuzurtaGa and J. BaciGALUPo. Semana méd., 1926, xxxiii, 
1208. 

The early differential diagnosis of neoplasms and echino- 
coccus disease of the lung. B. Mascr. Policlin., Rome, 
1926, xxxiii, sez. prat., 1562. 

Hydatid cysts of the lung. Proust and Houparp. 
Bull. et mém. Soc. nat. de chir., 1926, lii, 1160. 

The pulmonary mycoses. P. Nicaup. Presse méd., 
Par., 1926, xxxiv, 1521. 

The value of lipiodol in the diagi.si. and treatment of 
abscess of the lung. H.C. BsLtton. Surg., Gynec. & Obst., 
10°7, &liv, 1. 

Abscess of the upper lobe of the lung of chronic evolu- 
tion. M. RenAup. Bull. et mém. Soc. méd. d. hép. de 
Par., 1926, xlii, 1688. 

Recumbent posture cough with purulent expectoration: 
an indicative symptom in a case of perinephritic abscess 
which had ruptured into a bronchus. H. T. von DEESTEN. 
J. Am. M. Ass., 1927, Ixxxviii, 98. 

Experimental aspiratory abscess. D. ‘I. Smirn. Arch. 
Surg., 1927, Xiv, 231. 

Subacute pulmonary gangrene; serothe:apy; phreni- 


cectomy; recovery. GréGorre and Patsseau. Bull. et 
mém. Soc. nat. de chir., 1926, lii, 916. 
Localized gangrenous pulmonary processes. R. A. 


Izzo and O. P. Acuitar. Rev. Soc. de med. interna y Soc. 
de tisiol., 1926, ii, 538. 

Fatal recurrence after seventeen years of a subacute 
localized pulmonary gangrene. HAGUENAU and GiLBErT- 
Dreyrus. Bull. et mém. Soc. méd. d. hdp. de Par., 1926, 
xlii, 1521. 

The chronic form of pulmonary gangrene with spiro- 
chetes in the gangrenous lesion. BrzANGoN, Moreau, 
ErcuGorn, and BerNarpb. Bull. et mém. Soc. méd. d. hép. 
de Par., 1926, xlii, 1641. 

A case of bronchiectasis with lipiodol injection. G. P. 
Pratr. Nebraska State M. J., 1927, xii, 20. 

Bronchiectasis: the medical aspect. C. Riviere. Lancet, 
1926, ccxi, 1102. [373] 

Bronchiectasis: the surgical aspect. J. EK. H. Rosperts. 
Lancet, 1926, ccxi, 1102. [373] 

A discussion of the indications and contra-indications 
for artificial pneumothorax. M. Pérez Ferfu. Noticias 
med., 1926, p. 9. 

Is there a diaphragmatic hypotonia in artificial pneumo- 
thorax? A.:‘VApoNE. Rev. Soc. de med. interna y Soc. de 
tisiol., 1926, ii, 542. 

The technique of oleothorax. H. Norrté and R. Han- 
SEN. Rev. Soc. de med. interna y Soc. de tisiol., 1926, ii, 
4il. 
The effect of the ligation of the pulmonary artery of one 
lung without and with resection of the phrenic nerve. K. 
ScuLAgPFER. Arch. Surg., 1926, xiii, 623. [374| 

Pulmonary complications in surgical practice. P. 
BarpDHAN. Calcutta M. J., 1926, xxi, 302. 

The effect of posture on cases of pneumothorax. L. S. T. 
Burrece. Brit. M. J., 1927, i, 135. 

Postpneumonic atelectasis. T. A. Pepparp. Minnesota 
Med., 1927, x, 5. 

Massive collapse of the lungs complicating a case of 
acute meningitis. N. Kierz. Lancet, 1927, ccxii, 179. 

Massive collapse of the lung: with the report of three 
unusual cases. L. R. Sante. Radiology, 1927, viii, 1. 

The relief of postoperative massive collapse of the 
lung. Harrincton. Ann. Surg., 1927, Ixxxv, 152. 

Primary chondroma of the lung. P. M. Hickey and 
W. M. Simpson. Acta radiol., 1926, v, 475. 

Primary carcinoma of the lung. J. SHerMAN. California 
& West. Med., 1927, xxvi, 40. 








de 


ite 
‘T- 
26, 


et, 
73} 
TS. 
73) 
ns 
ias 


the 
ind 


nia 





BIBLIOGRAPHY OF CURRENT LITERATURE 443 


The action of the diaphragm in pneumothorax (the 
cholecystic syndrome due to abnormal position of the gall 
bladder caused by pneumothorax on the right side). F. 
Russr. Riforma med., 1926, xlii, 942. 

The difficulties of a positive diagnosis of suppurative 
pleurisy in the child. R. Naoumovitcu. Presse méd., 
Par., 1926, xxxiv, 1386. 

Putrid pleurisy in an old man; small pleurotomy; rapid 
and complete recovery. RENAUD and PeytTavin. Rull. et 
mém. Soc. méd. d. hép. de Par., 1926, xlii, 1635. 

Primary suppucative pleurisy with the symbiosis of 
fusiform organisms and spirilla. L. Rimpaup. Bull. et 
mém. Soc. méd. d. hép. de Par., 1926, xlii, 1738. 

The serofibrinous pleurisies of artificial pneumothorax. 
J. Pissavy. Presse méd., Par., 1926, xxxiv, 1402. 

Roentgen-ray diagnosis of pleural effusions, general 
and local: their recognition, localization, and differential 
diagnosis. L. R. Sante. J. Am. M. Ass., 1927, Ixxxviii, 
21 

A new method of permanent subcutaneous drainage in 
the treatment of serofibrinous pleural affections. M. R. 
Castex and N. Romano. Rev. Soc. de med. interna y 
Soc. de tisiol., 1926, ii, 426. 

The production of artificial pleural adhesions: an ex- 
perimental study. R. B. Berrman. Surg., Gynec. & Obst., 
1926, xliii, 599. [374] 

The use of iodized oil in the demonstration of empyema 
cavities and fistulous tracts. J. D. Lawson. Surg., Gynec. 
& Obst., 1927, xliv, 11. 

Unrecognized empyema of one year’s duration: report 
of a case. C. H. Smiru. Am. J. Dis. Child., 1927, xxxiii, 
74- 

Chronic empyema. H.H. Davis. Nebraska State M. J., 
1926, xi, 456. [374] 

Concomitance of a hematic cyst and an endothelioma 
of the mediastinal and diaphragmatic pleura. P. EscupERO 
and J. W. Tosfas. Rev. Soc. de med. interna y Soc. de 
tisiol., 1926, ii, 456. 

Primary endothelioma of the diaphragmatic pleura. P. 
Cossto. Semana méd., 1926, xxxiii, 1365. 

Primary endothelioma of the diaphragmatic pleura. J. 
W. Topfas. Semana méd., 1926, xxxiii, 1221, 1499. 

Primary endothelioma of the diaphragmatic pleura. A. 
G. Araoz and P. Cossto. Rev. Soc. de med. interna y 
Soc. de tisiol., 1926, ii, 485. 


SURGERY OF 


Abdominal Wall and Peritoneum 


Disease of the umbilicus. G. I. Rice. Colorado Med., 
1927, XXiV, 14. 

Hernia and industrial accidents. Torres FRAGUAS. 
Arch. de med., cirug. y especial., 1926, vii, 552. 

A dermoid cyst in an umbilical hernia: torsion of the 
pedicle: intestinal obstruction. M. Danzis and FE. Par- 
SONNET. Surg. Clin. N. Am., 1926, vi, 1425. 

An unusual finding in a free hernial sac (a piece of wood). 
A. Turco. Policlin., Rome, 1926, xxxiii, sez. prat., 1429. 

A strangulated hernia containing a uterus and two testes 
in a subject of masculine type. MALartic and Caper. 
Bull. et mém. Soc. nat. de chir., 1926, lii, 1061. 

Strangulated hernia in an infant of 5 days. S. J. H. 
GrirFitus. Brit. J. Surg., 1927, xiv, 527. 

A case of bilateral strangulated hernia. G. R&cGoLt. 
Rassegna internaz. di clin. e terap., 1926, vii, 749. 

Hernia of the semilunar line of Spigelius: adhesive peri- 
colitis. J. R. Goyvena. Semana méd., 1926, xxxiii, 1324. 


Heart and Pericardium 


Cardiolysis for mediastinopericarditis; with a case report. 
J. A. Mattison. Surg., Gynec. & Obst., 1927, xliv, 113. 

A case of caseous tuberculosis of the pericardium in an 
adult. ReNnaup and CHATAGNoN. Bull. et mém. Soc. 
méd. d. hép. de Par., 1926, xlii, 1478. 


(Esophagus and Mediastinum 


oe diagnosis of foreign bodies in the cesophagus. 
W.F. Mances. Am. J. Roentgenol., 1927, xvii, 44. 

the pee in disease. H. B. Orton and H. Bark- 
HORN. Surg. Clin. N. Am., 1926, vi, 1551. 

Primary supraphrenic mega-cesophagus. O. ANGELELLI. 
Policlin., Rome, 1926, xxxiii, sez. chir., 497. 

Dilatation of the cesophagus due to tuberculous retrac- 
tion of the cardia. A. LUNDGREN. Acta chirurg. Scand., 
1926, lxi, 172. [374] 

Syphilis of the oesophagus. M. C. Myerson. Med. 
Clin. N. Am., 1927, x, 919. 

Herniz of the mediastinum during the course of artificial 
pneumothorax. E. N. Packarp. Arch. Surg., 1927, xiv, 306. 

Infected mediastinal lymph nodes as a source of medias- 
tinitis. W. Lercue. Arch. Surg., 1927, xiv, 285. 

A mediastinal tumor with chylothorax. B. T. Parsons- 
Smiru. Proc. Roy. Soc. Med., Lond., 1927, xx, 191. 

The thymus gland. W. W. Wasson. Arch. Otolaryngol., 
1926, iv, 405. 

P ersistent thymus. W.L. Denney. Canadian M. Ass. 
J., 1927, xvii, 89. 

The Rater considered with reference to the advisability 
of its routine X-ray in pediatric surgery. G. W. Graves 
and C. W. PrrKkins. Med. Clin. N. Am., 1927, x, 885. 


Miscellaneous 


Traumatic asphyxia. H. E. Conwety. J. Bone & Joint 
Surg., 1927, ix, 106. 

X-ray examination of the chest. L. G. ALLEN. J. Mis- 
souri State M. Ass., 1927, xxiv, 13. 

Three unusual endoscopic cases. J. D. KERNAN. 
Laryngoscope, 1927, XXxvii, 62. 

‘Teratoid tumors of the thorax. W. R. WitiiaMs. Med. 
J. & Rec., 1927, cxxv, 6. 


THE ABDOMEN 


A case of strangulated obturator hernia. G. L. WALKER. 
Brit. J. Surg., 1927, xiv, 528. 

The operative treatment of hernia by living sutures. 
3. L. Corey and E. Burke. Am. J. Surg., 1927, 
fi, 2. 

An operative method of treating hernia in infants. P. 
M. Mecray. Surg. Clin. N. Am., 1926, vi, 1615. 

Spontaneous haemorrhage within the right rectus sheath 
simulating acute appendicitis. M. Danzis. Surg. Clin. N. 
Am., 1926, vi, 1421. 

Rupture of the rectus muscle. W. 
Clin. N. Am., 1926, vi, 1657. 

Sclerosing retractile mesenteritis: chronic intestinal ob- 
struction with obstruction crisis. TufveNarp. Bull. et 
mém. Soc. d. chirurgiens de Par., 1926, xviii, 698. 

Hernia through the transverse mesocolon. S, T. IRWIN. 
Lancet, 1927, ccxii, 75. 

The usefulness of the great omentum in surgery. L. 
Boscu. Rev. de med. y cirug. de la Habana, 1926, xxxi, 
623. 


E. DARNALL. Surg. 








444 INTERNATIONAL ABSTRACT OF SURGERY 


Torsion of appendices epiploicw as a cause of disease. 
S. Jonansson. Acta chirurg. Scand., 1926, Ixi, 205. 

Peritonitis as related to appendicitis. J. EK. RAwLs. 
Virginia M. Month., 1927, liii, 675. 

The pathological anatomy of generalized primary fibro- 
adhesive peritonitis with calcareous degeneration. D. 
BRACHETTO BRIAN. Semana méd., 1926, xxxiii, 1663. 

The prevention, diagnosis, and treatment of postopera- 
tive peritonitis. J. S$. McKacnern. Canadian M. Ass. J., 
1926, xvi, 1421. [375] 

Fatal postoperative intoxication from lavage of the 
peritoneum with ether. C. Viannay. Bull. et mém. Soc. 
nat. de chir., 1926, lii, 1196. 

Anterior peritonitis with extensive cyst formation. A. 
PENNIsI. Policlin., Rome, 1926, xxxiii, sez. chir., 590. 

The treatment of general peritonitis and allied conditions. 
J. L. Rawis. Virginia M. Month., 1926, liii, 567. 

An instrument for the treatment of generalized peritoni- 
tis. C. L. Larkin. Med. J. & Rec., 1927, cxxv, 28. 

Pseudo-tuberculosis of the peritoneum secondary to 
perforations of the digestive tube. Leckne and MouLon- 
cueT. Ann. d’anat. path., 1926, iii, 815. 

Peritoneal adhesions and their treatment. J. . Apams. 
Practitioner, 1926, cxvii, 273. |375]| 

Serous subperitoneal cysts. F. M. Caprenat. Bull. et 
mém. Soc. nat. de chir., 1926, lii, 1194. 

Subperitoneal pneumocystosis. C. Leo. Arch. ital. di 
chir., 1926, xvi, 373. 


Gastro-Intestinal Tract 


A foreign body in the digestive tract of a child of 9 
months. R. Mécrer and A. Moucuer. Bull. et mém. 
Soc. nat. de chir., 1926, lii, 1170. 

Roentgenological demonstration of a dermoid cyst with 
extensive displacement of the gastro-intestinal tract. H. 
Friep. Am. J. Roentgenol., 1927, xvii, 51. 

The physiological factors determining the acidity of the 
gastric juice and of the gastric contents. B. P. BABKIN. 
Canadian M. Ass. J., 1927, xvii, 36. 

The importance of gastric secretory hypofunction. J. M. 
Marcus. Med. Clin. N. Am., 1927, x, 1033. 

Atypical deformation of the upper portion of the stomach 
with pancreatic and omental anomalies; intervention; re- 
covery. Le Jemrev. Bull. et mém. Soc. nat. de chir., 1926, 
lii, 1058. 

A case of thoracic stomach. R. Kk. Roperts. Brit. J. 
Radiol., 1927, xxxii, 17. 

Perthes’ operation for gastroptosis. G. Spenui. J. de 
chir., 1926, xxv, and Ann. Soc. belge de chir., 1926, xxxiii, 2. 

Gastroduodenal invagination. M. VuLiier. Rev. méd. 
de la Suisse Rom., 1926, xlvi, 918. 

The significance of gastric symptoms. L. B. NEAL. 
New Orleans M. & S. J., 1927, Ixxix, 500. 

The value of direct gastroscopy. R. GRIGNANI. Arch. 
ital. di chir., 1926, xvi, 439. 

Painless gastric crisis: case report. M. E. LicutTen- 
SIEIN. Illinois M. J., 1927, li, 71. 

Gastric tetany. W. H. Srorm. Ann. Surg., 1927, Ixxxv, 
129. 

Pyloroduodenal stenosis of biliary origin. M. Acri- 
FOGLIO. Ann. ital. di chir., 1926, v, 1031. 

Hyperplastic pyloric stenosis with enormous gastrectasia 
and gastroptosis. G. ARENA. Riforma med., 1926, xlii, 
1120. 

The treatment of hypertrophic pyloric stenosis. V. VEAu. 
Bull. et mém. Soc. nat. de chir., 1926, lii, 1115. 

The treatment of hypertrophic stenosis of the pylorus. 
FREDET and OMBREDANNE. Bull. et mém. Soc. nat. de 
chir., 1926, lii, 1183. 


Syphilis of the stomach: report of a case. C. H. San- 
FORD. Radiology, 1927, viii, 73. 

Syphilitic pseudo-cancer and the association of syphilis 
in cancer of the stomach. J. R. GovenA. Semana méd., 
1926, Xxxiii, 1735. 

Gastric and duodenal ulcers. Brit. M. J., 1927, i, 17. 

Peptic ulcer. W.H. Strx. J. Med., Cincinnati, 1927, vii, 
584. 

A general résumé of peptic ulcer. C. H. Mayo. Boston 


M. & S. J., 1926, cxev, 988. [375] 
The etiology and pathology of peptic ulcer. C. L. 
Connor. Boston M. & S. J., 1926, cxcv, 971. [376] 
The diagnosis of peptic ulcer by X-ray. E. L. Davis. 
Boston M. & S. J., 1926, cxcv, 977. [376] 
The genera] management of peptic ulcer. F. H. LAnEy. 
Boston M. & S. J., 1926, cxcv, g8o. [376] 
The medical aspects of pe tic ulcer. F. W. Wuirte. 
Boston M. & S. J., 1926, cxcv, 983. {376] 


The calcium, chloride and carbon dioxide content of 
venous blood in cases of gastroduodenal ulcer treated with 
alkalies. S.M. Jorpan. J. Am. M. Ass., 1926, lxxxvii, 1906. 

378 


Two cases of gastric ulcer in childhood. N. Paus. 
Acta chirurg. Scand., 1926, lxi, 40. 

The treatment of ulcer of the stomach and duodenum 
penetrating the pancreas. V. Paucuet. Paris chir., 1926, 
XViii, 247. 

When to operate in cases of peptic ulcer. F. H. LAHEY 
and S. M. Jorpan. N. York State J. M., 1927, xxvii, 60. 

Perforated gastric and duodenal ulcer. C. M. Rossrns. 
Surg. Clin. N. Am., 1926, vi, 1463. 

The future course of sutured perforated ulcers. V. 
Paucuet. Bull. et mém. Soc. d. chirurgiens de Par., 1926, 
xviii, 659. 

The X-ray diagnosis of gastric ulcer. E. H. SKINNER and 
Ek. R. Dewerse. Kansas City Clin. Soc. Month. Bull., 
1927, iii, 8. 

A contribution on the pathology of ulcer of the stomach 
and duodenum based upon sixty-five cases operated upon. 
A. Cimrnata. Policlin., Rome, 1926, xxxili, sez. chir., 
545. 

Certain phases of peptic ulcer. C. J. Hunt. Kansas 
City Clin. Soc. Month. Bull., 1927, iii, 12. 

The mechanism of pain in gastric and in duodenal ulcer: 
III. The réle of peristalsis and spasm. W. L. PALMER. 
Arch. Int. Med., 1927, xxxix, 109. 

A case of pyloric ulcer. BARBEeT and Lanos. Bull. et 
mém. Soc. d. chirurgiens de Par., 1926, xviii, 647. 

A case of conjugate ulceration of the pylorus and the 
lesser curvature. J. R. Goyena. Rev. Soc. de med. interna 
y Soc. de tisiol., 1926, ii, 439. 

Septicemia secondary to gastric ulcer. J. S. Amords. 
Noticias med., 1926, p. 33. 

A second case of recovery in a perforating ulcer of the 
stomach. AUTEFAGE and RosBINEAU. Bull. et mém. Soc. 
nat. de chir., 1926, lii, 1200. 

Gastrojejunocolic fistula. M. A. SHANGLE and L, G. 
BEISLER. Surg. Clin. N. Am., 1926, vi, 1647. 

Gastroduodenostomy. FE. R. Fiint. Lancet, 1927, ccxii, 
12. 
The lacunar gastritis of gastro-enterostomy. R. A. 
GuTMANN and R. JAHIEL. Presse méd., Par., 1926, xxxiv, 
1459. 

Anatomical and pathological lesions of the stomach in a 
case of plastic linitis. A. Roustacrorx. Marseille-méd., 
1926, Ixiii, 1878. 

Diffuse gastric polyposis—adenopapillomatosis gastrica; 
report of five proved and seven probable cases. H. BRUNN 
and F. Peart. Surg., Gynec. & Obst., 1926, Ixiii, 559. 78) 

[3 








8] 





BIBLIOGRAPHY OF CURRENT LITERATURE 445 


Cancer of the stomach. J. S. Horstry. South. M. J., 
1927, XX, 7. 

The problem of gastric cancer. R. Witson. South. 
M. J., 1927, XX, 10. 

Resection of the stomach for lymphosarcoma. NEUHOF. 
Ann. Surg., 1927, Ixxxv, 138. 

Gastrectomy for sarcoma of the stomach. H. S. BRAN- 
pER. Brit. M. J., 1927, i, 1309. 

General enteroptosis. E. J. Int. Surg. Clin. N. Am., 
1926, vi, 1607. 

Intestinal obstruction. G. H. Buncn. South. M. & S., 
1927, Ixxxix, 10. 

Intestinal obstruction. B. H. GRrrENFIELD. Surg. 
Clin. N. Am., 1926, vi, 1685. 

Acute emergencies of general practice—acute intestinal 
obstruction. Str W. Taytor. Irish J. M. Sc., 1927, p. 34. 

Clinical study of acute intestinal obstruction. K. A. 
MEYER and W. A. Bras. Illinois M. J., 1927, li, 43. 

Some practical problems in intestinal obstruction. F.W. 
PaRHAM. New Orleans M. & S. J., 1926, Ixxix, 304. [378] 

The metabolic accompaniments of acute intestinal ob- 
struction. H. L. Netms. N. York State J. M., 1927, xxvii, 
64 

A rare case of intestinal obstruction. C. P. G. WAKELEY. 
Brit. J. Surg., 1927, xiv, 525. 

Intestinal thosastion from a biliary calculus; diagnosis 
and mobilization by vaginal digital examination. Cocnez 
and Oxinczyc. Bull. et mém. Soc. nat. de chir., 1926, lii, 
1078. 

intestinal obstruction from undigested potato. W. 

M. WarbiLL. Brit. M. J., 1927, i, 56. 

Recurring intestinal obstruction following appendiceal 
peritonitis. R. Soré. Semana méd., 1926, xxxili, 1432. 

A contribution on toxic absorption from the intestinal 
tract in experimental high obstruction. L. BRarye. 
Bull. Johns Hopkins Hosp., Balt., 1927, xl, 33. 

The importance of toxemia due to anaerobic organisms 
in intestinal obstruction and peritonitis. B. W. WILLIAMS. 
Brit. J. Surg., 1926, xiv, 295. [379] 

Upper intestinal tract toxemia. T. G. Orr. Kansas 
City Clin. Soc. Month. Bull., 1927, iii, 6. 

Intestinal fistulae; a method of preventing skin ex- 
coriation. J. F. Smirx and H. H. Curistensen. Surg., 
Gynec. & Obst., 1926, lxiii, 7or. [380] 

Exploratory laparotomy and appendicectomy in chronic 
amoebic dysentery. V. Coates and E. W. Hey Groves. 
Brit. J. Surg., 1927, xiv, 518. 

Giardiasis in man: its prevalence and relation to 
diarrhoea and to gall-bladder disease. W. C. Borck. 
Arch. Int. Med., 1927, xxxix,134. 

Two intussusceptions alternating with two adenomata of 
the small bowel. F. W. D. Cottier. Med. J. Australia, 
1927, i, 81. 

Chronic intussusception in children. J. F. H. STALLMAN. 
Ann. Surg., 1926, Ixxxiv, 735. [380] 
Some pitfalls in the diagnosis of intussusception. W. I 

GaLuie. Canadian M. Ass. J., 1927, xvii, 72. 

The pancreatic ferment content of duodenal fluid. L. 
Ramon. Rev. Asoc. méd. argent., 1926, xxxix, 570. 

Congenital stenosis of the duodenum. Borreau-Rous- 
- and V. VeAu. Bull. et-mém. Soc. nat. de chir., 1926, 
ii, 1175. 

Stenosis of the duodenum in a nursling. V. Veau. Bull. 
et mém. Soc. nat. de chir., 1926, lii, 1031. 
Organic stenosis of the duodenum. 

Med. Ibera, 1926, x, 389. 

A practical treatment of duodenal ulcer. W. C. AL- 
VAREZ. J. Am. M. Ass., 1926, Ixxxvii, 2086. [380] 

The paradoxical action of atropine in the jejunum. G. 
CrisTEL. Riforma med., 1926, xlii, 965. 


F. J. MARQUEz. 


Painful symptoms secondary to dilatation of the jejunum 
long after gastro-enterostomy. H. FrucHaAup and J.-L. 
Roux-Bercer. Bull. et mém. Soc. nat. de chir., 1926, lii, 
1131. 

Peptic ulcer of the jejunum. H. Haperer. Arch. f. 
klin Chir., 1926, cxl, 395. [380] 

Two cases of stricture of the jejunum. A. C. Perry. 
Lancet, 1927, ccxii, 226. 

The surgery of the j jejunum. J. E. Apams. Brit. J. Surg., 
1926, xiv, 343. [381] 

Jejunostomy. D. Miner. Surg. Clin. N. Am., 1926, vi, 
1633. 

Experimental high jejunostomy in the dog, with blood 
chemical studies. R. L. HADEN and T. G. Orr. J. Exper. 
Med., 1926, xliv, 795. [382] 

The report of a case of perforated peptic ulcer of Meckel’s 
diverticulum. A. I. McCatia. Canadian M. Ass. J., 1927, 
Xvii, 79. 

Stenosis and ulceration of the ileum in the course of 
acute appendicitis. GUIMBELLOT, LArriTTE and RoBINEAU, 
Bull. et mém. Soc. nat. de chir., 1926, lii, 1051. 

Carcinoma of the ileum. J. J. Ross. Brit. J. Surg., 
1927, XiV, 521. 

Rupture of the colon while taking an enema. E, Z. 
Hawkes. Surg, Clin. N. Am., 1926, vi, 1563. 

Colonic stasis in relation to systemic disorders. L. S. 
Miine. Med. Herald & Physiotherap., 1927, xlvi, 7 

Pneumatic rupture of the bowel. G. L. Hays. Surg., 
Gynec. & Obst., 1926, xliii, 491. [382] 

The technique for roentgenological study of the colon. 
W. O. Upson. Am. J. Roentgenol., 1926, xvi, 419. [382] 

Ulcerative colitis. G. J. Dittarp. J. Med. Ass. Georgia, 
1927, Xvi, 24. 

Perityphlitis of appendicular origin with a very com- 
plicated evolution. R. PARmwaENS. J. de chir., 1926, xxv, 
and Ann. Soc. belge de chir., 1926, xxxiii, 7. 

A case of polyadenomatosis of the large intestine. H. 
GRENET and J. DELARUE. Bull. et mém. Soc. méd. d. hép. 
de Par., 1926, xlii, 1508. 

Cancer of the colon. Auvray and Lreveur. Bull. et 
mém. Soc. nat. de chir., 1926, lii, 1066. 

The operative treatment of cancer of the colon. EF. 
PerMan. Acta chirurg. Scand., 1926, Ixi, 257. [383] 
Surgery of the large intestine. LEMOINE. J. de chir., 

1926, xxv, and Ann. Soc. belge de chir., 1926, xxxili, 9. 

The malformations and displacements of the large in- 
testine and their surgical importance. J. P. Hecker, J. E. 
GRUNWALD and C. J. KUHLMANN. Am. J. Surg., 1 o eaai 


“The technique of colon resection. H. SCHLOFFER. 
Surg. Gynec. & Obst., 1927, xliv, go. 
Two cases of hemicolectomy. Piisson and OkiNnczyc. 
Bull. et mém. Soc. nat. de chir., 1926, lii, 1083. 
Total colectomy; its indications and dangers. V. Pav- 
cuet. Bull. et mém. Soc. d. chirurgiens de Par., 1926, xviii, 
12. 
‘ The extraperitoneal closure of the artificial anus (Greig 
Smith’s method). T. Carwarpine. Brit. J. Surg., 1926, 
Xiv, 329. [383] 
Right hemicolectomy. P. Duvav. Bull. et mém. Soc. 
nat. de chir., 1926, lii, 1126. 
Ileocecal tuberculosis. R. Ferssty. Bull. et mém. Soc. 
méd. d. hdp. de Par., 1926, xlii, 1731. 
A contribution to the radiological diagnosis of ileocwcal 
tuberculosis. R. Fetssty. Brit. J. Radiol., 1926, xxxi, ‘dai 
Appendicitis. E. W. Muetter. Illinois M. J., 1927, li, 
67. 
“Appendicitis. E. Z. Hawkes. Surg. Clin. N. Am., 1926, 
vi, 1567. 








446 INTERNATIONAL ABSTRACT OF SURGERY 


The cause of acute appendicitis—the hydromechanics in 
acute appendicitis. C. Van ZWALUWENBURG. California & 
West. Med., 1926, xxv, 612. [384] 

The mortality in appendicitis. A. P. C. Asuuursrt. 
Ann. Surg., 1927, Ixxxv, 8o. 

Acute appendicitis with a stercoral calculus in a closed 
cavity. StyourNeT. Bull. et mém. Soc. d. chirurgiens de 
Par., 1926, xviii, 697. 

Acute appendicitis in a case of abnormally situated 
cecum. P. MUELLER. Bull. et mém. Soc. d. chirurgiens 
de Par., 1926, xviii, 6go. 

Paralytic ileus as a complication of acute appendicitis. 
C. L. Gipson. Ann. Surg., 1927, Ixxxv, 149. 

Acute appendicitis in a nursling infant of 8 months. 
Crorsier. Bull. et mém. Soc. d. chirurgiens de Par., 1926, 
xviii, 672. 

A case of acute appendicitis with stercoral calculus and 
trichocephalus. Lféo. Bull. et mém. Soc. d. chirurgiens de 
Par., 1926, xviii, 682. 

Pelvic appendicitis. J. Coupray. Bull. et mém. Soc. d. 
chirurgiens de Par., 1926, xviii, 638. 

Verminous appendicitis. M. Tussau. Bull. et mém. 
Soc. d. chirurgiens de Par., 1926, xviii, 671. 

Living tendon suture in appendiceal technique. A. M. 
Miter. Surg., Gynec. & Obst., 1927, xliv, 117. 

Carcinoma of the ascending colon. C. L. Gipson. Ann. 
Surg., 1927, Ixxxv, 141. 

Submucous lipoma of the transverse colon. TANASESCU 
and BarBILiAN. Bull. et mém. Soc. nat. de chir., 1926, lii, 
1080. ‘ 

Volvulus of the sigmoid flexure. J. B. DeAver and J. A. 
Macoun. Surg., Gynec. & Obst., 1927, xliv, ror. 

A contribution to the knowledge of volvulus of the sig- 
moid flexure, especially its chronic form, and an account 
of the technique employed in colonic resection. B. FeRn- 
stTRoEM. Acta chirurg. Scand., 1926, lxi, 213. [384] 

Megasigmoid with fwcaliths. R. Finocuierro. Semana 
méd., 1926, xxxiii, 1404. 

Diverticulitis of the sigmoid. W, D. Hanes. Ann. Surg., 
1927, Ixxxv, 84. 

A case of perforation into the free peritoneal cavity of a 
diverticulum of the sigmoid flexure. G. Brouer. J. de 
chir., 1926, xxv, and Ann. Soc. belge de chir., 1926, xxxiii, 
20. 

Cancer of the sigmoid and rectum in children and young 
adults. J. H. CLrark. Ann. Surg., 1920, Ixxxiv, 833. [384] 

Suture of the descending colon with a fatal outcome. R. 
C. Torres. Semana méd., 1926, xxxiii, 1503. 

Submucous lipoma of the pelvic colon. C. VIANNAY. 
Bull. et mém. Soc. nat. de chir., 1926, lii, 1198. 

The function of the valves of Houston. J.:’. MONTAGUE. 
Med. J. & Rec., 1927, Cxxv, go. 

The relationship of the physiotherapist to proctology. 
C. von BAUMANN. South. M. & S., 1927, Ixxxix, 2 

Clinical variations in negro proctology: the venereal 
factor. C. Rosser. J. Am. M. Ass., 1926, Ixxxvii, 2084. 

84] 

The rectal examination: a plea for thoroughness. P. W. 
PALMER. J. Med., Cincinnati, 1927, vii, 604. 

A brief discussion of the significance of rectal bleeding. 
C. B. Wricutr and K. K. SHERwoop. J.-Lancet, 1927, 
xIvii, 38. 

Rectal angioma perforating the vagina. H. ForssNer. 


Acta obst. et gynec. Scand., 1926, v, 433. [385] 
The prognosis in rectal cancer. J. P. LockHart-Mum- 
MERY. Lancet, 1926, ccxi, 1307. [385] 


The choice of operation in rectal cancer. C. Rosser. 
Texas State J. M., 1927, xxii, 565. 

The treatment of pruritus of the anus and genitalia. 
H. I. Atperson. California & West Med., 1927, xxvi, 51. 


Hemorrhoids. J. R. Pennincton. J. Am. M. Ass,, 
1926, Ixxxvii, 2064. 

Injection treatment for hemorrhoids. F. C. CAMPBELL. 
J. Kansas M. Soc., 1927, xxvii, 9. 

The diagnosis and treatment of anal fistula. L. 
Minnesota Med., 1927, x, 28. 

E:pithelioma of the anus in a case of imperforate rectum. 
P.M. Mecray. Surg. Clin. N. Am., 1926, vi, 1623. 


A. Bute. 


Liver, Gall Bladder, Pancreas, and Spleen 


The liver during menstruation. A. G. NEUMANN. Rev. 
méd. d. Rosario, 1926, xvi, 439. 

Liver function tests. E. N. DeppPEen. 
M. J., 1927, xii, 14. 

Liver function studies and their clinical correlations. 
W. R. Lairp, B. F. Bruca and W. V. WILKERSON. Ann. 
Surg., 1926, Ixxxiv, 703. [385] 

Jaundice. D. B. Cops. South. M. & S., 1927, Ixxxix, 
18. 

The determination of the icterus index with capillary 
blood. D. Davis. Am. J. M. Sc., 1926, clxxii, 848. [385] 

Spirochetal jaundice in the United States. J. M. 
HAYMAN, Jr., and F. B. Lyncn, Jr. Am. J. M. Sc., 1927, 
clxxiii, 8o. 

Icterus without haemoglobinuria after quinine treatment. 
G. R. Ross and G. H. Peary. Brit. M. J., 1927, i, 53. 

Primary syphilitic icterus. P. Nicaup. Bull. et mém. 
Soc. méd. d. hép. de Par., 1926, xlii, 1704. 

Transient hepatic acholia. M. Ernnorn. Med. J. & 
Rec., 1927, cxxv, 4; South. M. J., 1927, xx, 12. 

Syphilis or neoplasm of the liver? G. Arena. Riforma 
med., 1926, xlii, 937. 

Tumoral hepatic tuberculosis. F. R. Ruiz and L. G 
SABATHIE. Rev. méd. d. Rosario, a Xvi, 420. 

Acute yellow atrophy of the liver. Tr. J. Evans. Brit. 
M. J., 1927, i, 99. 

Latent suppurating hydatid cysts with hypertrophic 
cirrhosis. IX. May and A. BocaGe. Bull. et mém. Soc. 
méd. d. hép. de Par., 1926, xlii, 1623. 

Ameebic abscess of the liver in a girl of 5 years cured by 
medical treatment. A. PANayotatou. Bull. et mém. Soc. 
méd. d. hép. de Par., 1926, xlii, 1548. 

A case of multiple abscess of the liver. P. Perripis and 
A. Scuwartz. Bull. et mém. Soc. nat. de chir., 1926, lii, 
1127 

The treatment of hepatic abscesses of “rene origin. 

S. N. Haves. Indian M. Gaz., 1927, lxii, 1 

New developments in our knowledge of the gall bladder. 
Kk. A. Granam. Am. J. M. Sc., 1926, clxxii, 625. [386] 

The surgical anatomy of the gall-bladder region. W. L. 
Hackett. J. Michigan State M. Soc., 1927, xxvi, 26. 

Cholecystography. J. G. Epwarps. Med. J. Australia, 
1927, i, 78. 

Cholecystography. A. B. MacLean. Brit. J. Radiol., 
1927, XXXll, Ig. 

Some new studies in cholecystography. R. FEtssty. 
Rev. méd. de la Suisse Rom., 1926, xlvi, 912. 

Functions and diseases of the gall bladder: the value of 


Nebraska State 


cholecystography in diagnosis. E. A. Granam. Brit. M. 
J., 1926, ii, 671. [386] 

The diagnosis and treatment of cholecystitis. A. F. 
Hurst. Brit. M. J., 1926, ii, 676. [386] 


The mode of origin of gall-bladder lesions. J. DENTON. 
Arch. Surg., 1927, Xiv, I. 

Referred pain in gall -bladder diseases, with a report of 
424 consecutive cases. W.I Akana, H. GREELEY, Jr., and 

. E. Farr. Am. J. M. Sc., 1927, clxxiii, 23. 

“Intermittent and painful retention of bile in the gall 
bladder. A. Cernezzr. Arch. ital. di chir., 1926, xvi, 513- 








ry 


275 


SLY. 
ie of 
386] 
~ Ba 

386] 
TON. 


rt of 
and 
gall 
5 13. 





BIBLIOGRAPHY OF CURRENT LITERATURE 447 


Sympathetic cholecystitis in appendicitis. E. Cavaz- 
zERE. Policlin., Rome, 1926, xxxiii, sez. prat., 1497. 

Acute cholecystitis: perforation of the gall bladder; 
peritonitis. E. L. Vita and G. F. Nunes. Semana méd., 
1926, Xxxili, 1627. 

Acute typhoid cholecystitis in a child: case report. 
M. Zevics. J. Med., Cincinnati, 1927, vii, 611 

Gastric hemorrhage associated with cholecystitis. J. L. 
DeCourcy. J. Med., Cincinnati, 1927, vii, 613. 

Acute gangrenous cholecystitis. M. H. V. ¢ 
Canadian M. Ass., J., 1927, xvii, 48. 

Biliary fistula with chronic cholecystitis and pancreatic 
lithiasis. M. Danzis and S. Soscuin. Surg. Clin. N. Am., 
1926, Vi, 1413. 

Duodenal ectasis in biliary lithiasis. D. Det VALLE. 
Rev. Soc. de med. interna y Soc. de tisiol., 1926, ii, 345. 

The pros and cons of surgical intervention in cholecysti- 
tis. J. GonzALEz Campo. Siglo méd., 1926, Ixxiii, 624. 


CAMERON. 


A case of adenomyoma of the gall bladder. L. Bran- 
cALANA. Arch. ital. di chir., 1926, xvi, 539. 
Cholecystectomy. H. B. Devine. Surg., Gynec. & 


Obst., 1927, xliv, 84. 

The technique of cholecystectomy. E. Z. HAwKEs. 
Surg. Clin. N. Am., 1926, vi, 1575. 

Cholecystectomy: analysis of 215 cases of gall-bladder 
disease: operation; end-results. M. Danzis. Surg. Clin. 
N. Am., 1926, vi, 1397. 

Failures of cholecystectomy. DeEtrez. J. de chir., 1926, 
xxv, and Ann. Soc. belge de chir., 1926, xxxiii, 14. 

A bacteriological study of gall bladders. removed at 
operation. E.S. Jupp, S. H. Mentzer and E. PARKHILL. 
Am. J. M. Sc., 1927, clxxiii, 16. 

Recent acquisitions to our knowledge of the bile passages. 
Mocena. Arch. de med., cirug. y especial., 1926, vii, 594. 

The regulation of the flow of bile and pancreatic juice 
into the duodenum. G. H. Copuer and S. Kopama. 
Arch. Int. Med., 1926, xxxviii, 647. [387 

On the significance of the escape of sterile bile into the 
peritoneal cavity. O. H. WANGENSTEEN. Ann. Surg., 
1926, Ixxxiv, 691. [387] 

Stricture of the right hepatic duct following cholecystec- 
tomy. C.G. Heyp. Ann. Surg., 1926, lxxxiv, 769. [387] 

Surgery of common duct obstruction. DErCourcy. 
Ann. Surg., 1927, Ixxxv, 152. 

Surgery of the common bile duct. Lancet, 1927, cexii, 79. 

The mortality following 1,324 operations on the biliary 
system and pancreas at the Mayo Clinic in 1925. E. S. 
Jupp and B. R. Parker. Surg. Clin. N. Am., 1926, vi, 
1207. [388] 

Acute pancreatitis with secondary pseudo-cyst formation 
in the pancreas; pancreatic fistula of long duration; closure 
by pancreaticojejunostomy. R. INGEBRIGTSEN. Bull. et 
mém. Soc. nat. de chir., 1926, lii, 1110. 

Two cases of concretions in the pancreas. FE. PERMAN. 
Acta chirurg. Scand., 1926, Ixi, 23. 

A case of diffuse lithiasis of the pancreas. J. QuéNu. 
Bull. et mém. Soc. nat. de chir., 1926, lii, 1218. 

Cysts of the head of the pancreas. G. De Muytper. 
J. de chir., 1926, xxv, and Ann. Soc. belge de chir., 1926, 
XXXiii, 20. 

The therapeutic indications in pancreatic fistule. J. 
SENEQUE. Presse méd., Par., 1926, xxxiv, 1492. 

A case of cancer of the pancreas. Coryn. J. de chir., 
1926, xxv, and Ann. Soc. belge de chir., 1926, xxxiii, 16. 

The spleen as the regulating organ of the red cell content 
of the circulating blood. L. Binet. Presse méd., Par., 
1926, xxxiv, 1425. 

Pelvic ectopia of the spleen simulating a fibroma; 
splenectomy. COSTANTINI, VERGOZ, and Martti. Bull. 
Soc. d’obst. et de gynéc. de Par., 1926, xv, 561. 


Lymphatic splenomegaly with relative lympho- and 
monocytosis; a contribution to the study of surgery of 
splenomegaly. G. Gatti and D. Vannucci. Arch. ital. 
di chir., 1926, xvi, 570. 

Tuberculous splenomegaly with fibrous evolution. J. 
Tarte. Bull. et mém. Soc. méd. d. hop. de Par., 1926, 
xlii, 1510. 

Traumatic rupture of the spleen in a malarial patient; 
splenectomy; recovery. L. Grimau_t and A. Basset. 
Bull. et mém. Soc. nat. de chir., 1926, lii, 1041. 

The surgery of the spleen. R. ALESSANDRI. 
méd., 1926, vii, 177. 

Splenectomy for splenic anemia. V. Paucuer. 
mém. Soc. d. chirurgiens de Par., 1926, xviii, 620. 


Bruxelles- 


Bull. et 


Miscellaneous 


A penetrating thoraco-abdominal stab wound. P. 
MUELLER. Bull. et mém. Soc. d. chirurgiens de Par., 
1926, xviii, 693. 

Two cases of severe contusion of the abdomen. F. Jonas. 
J. de chir., 1926, xxv, and Ann. Soc. belge de chir., 1926, 
Xxxiii, 6. 

The treatment of non- penetrating wounds of the ab- 
domen. A. M. Dickinson. Am. J. Surg., 1927, ii, 43. 

Preventive vaccination against the infective " compli- 
cations of the abdomen. FE. F. Lozano. Med. Ibera, 1926, 
X, 505. 

A few remarks on abdominal diagnosis. H. B. Disprow. 
J. Med. Soc. N. Jersey, 1927, xxiv, 14. 

The acute abdomen. IF. H. GiazesBroox. J. Med. 
Soc. N. Jersey, 1927, Xxiv, 10. 

The unfamiliar aspects of hematemesis and melwna. 
G. B. EusterMAN. Med. Clin. N. Am., 1926, x, 485. [388] 

Pseudo-appendicular amoebic syndrome. P. PerRinis. 
J. de chir., 1926, xxv, and Ann. Soc. belge de chir., 1926, 
XXXili, 21. 

A contribution on the operative treatment of cirrhotic 
cysts by anastomosis between the inferior vena cava and 
the portal vein. V. V. Krestovsky. Presse méd., Par., 
1926, xxxiv, 1398. 

Hydatid cyst of the abdomen with suppuration and 
spontaneous recovery. M. Renaup and C. JuGe. Bull 
et mém. Soc. méd. d. hép. de Par., 1926, xlii, 1564. 

Retroperitoneal cyst of urogenital origin. SHANGLE and 
L. G. Betster. Surg. Clin. N. Am., 1926, vi, 1653. 

Abdominal tumor. F. D. SANER. ’Proc. Roy. Soc. Med., 
Lond., 1927, xx, 194. 

Solid tumors of the urachus. L. 
1927, xiv, 46. 

Electrotherapy vs. surgery in certain abdominal affec- 
tions. L. H. Levy. Am. J. Surg., 1927, ii, 23. 

To operate or to “Ochsnerize”? E. L. You NG, Jr. 
Boston M. & S. J., 1927, cxcvi, 24. 

An investigation in the wallaby of the muscle trauma 
caused by the common incisions used in laparotomy. 
R. B. P. Monson. Med. J. Australia, 1926, ii, 785. [389] 

Congenital absence of the left half of the diaphragm 
differential diagnosis from eventration, hernia, and tho- 
racic stomach, with a report of three cases. L. T. LeWALp. 
Arch. Surg., 1927, xiv, 332. 

Eventration of the diaphragm: diagnosis and treatment, 
with a report of four cases. F. T. Lorp. Arch. Surg., 
1927, xiv, 316. 

Congenital diaphragmatic hernia with rightsided dis- 
placement of the heart. KE. Arconz and F. B. Ruiz. Bol. 
Soc. de obst. y ginec. de Buenos Aires, 1926, v, 469. 

Non-traumatic left diaphragmatic hernia: clinical and 
roentgenological studies in fifteen cases. H. K. PANcoasT 


Brapy. Arch. Surg., 


and R.S. Botes. Arch. Int. Med., 1926, xxxviii, 633. [389] 








448 


INTERNATIONAL ABSTRACT OF 


SURGERY 


GYNECOLOGY 


Uterus 


A case of uterus bicornis unicolis. B. H. GREENFIELD. 
Surg. Clin. N. Am., 1926, vi, 1695. 

Uterus duplex bicollis, vagina simplex, and super- 
fetation. G. L. Moencu. Am. J. Obst. & Gynec., 1927, 
xiii, 60. 

Retroflexed uterus; laceration of the cervix; chronic ap- 
pendicitis; intestinal stasis due to a broad band of ad- 
hesions. E. J. Int. Surg. Clin. N. Am., 1926, vi, 1599. 

When shall we treat retroflexioversion of the uterus and 
how? B. M. Anspacn. Atlantic M. J., 1927, xxx, 214. 

Uterine displacements: intra-abdominal method of cor- 
rection. J. G. BLower. Ohio State M. J., 1927, xxiii, 31. 

A new modification of the technique of ligamentopexy. 
S. DetLe-Cutaje. Bull. Soc. d’obst. et de gynéc. de Par., 
1926, xv, 605. 

Exploration of an interpositioned uterus. H. WrstER- 
MARK. Acta obst. et gynec. Scand., 1926, v, 435. [391] 

The problem of prolapse in young women with cystocele 
and rectocele. F. W. Lyncu. California & West. Med., 
1926, XXV, 477. (391] 

On local anesthesia for prolapsus operations. N. E. 
CRONBERG. Acta obst. et gynec. Scand., 1926, v, 201. 

[391] 

A contribution on the late results of the Neugebauer-Le 
Fort operation for prolapse. C. B6ryeson. Acta obst. et 
gynec. Scand., 1926, v, 235. [391] 

Hemostasis in vaginal hysterectomy for procidentia. A. 
B. Spatpinc. Am. J. Obst. & Gynec., 1926, xii, 655. [391] 

The treatment of hypoplasia and of utero-ovarian dys- 
function with diathermy and ultraviolet rays. P. Prerazzi. 
Clin. ostet., 1926, xxviii, 521. 

Metrosalpingoradiography. 
1926, xxxiii, 1667. 

Chronic metritis. 
vi, 1625. 

Chronic endocervicitis. 
Sevilla, 1926, xliv, 1. 

Cc hronic endocerv icitis. Ass., 
1926, Ixxxvii, 1695. [392] 

The electric cautery versus the Sturmdorf operation. H. 
B. Mattuews. J. Am. M. Ass., 1926, Ixxxvii, 1802. [392] 

Erosion of the cervix uteri. C. CULBERTSON. J. Am. M. 


C. Heuser. Semana méd., 
T. B. Lee. Surg. Clin. N. Am., 1926, 
A. Herrera. Rev. méd. de 


C. J. Mititer. J. Am. M. 


Ass., 1926, Ixxxvii, 1808. [392] 
Syphilis of the cervix. G. GeLLHoRN. J. Am. M. Ass., 
1926, Ixxxvii, 1812. [392] 


Diathermy in the treatment of gonorrhoea] endocervicitis. 
B. C. Corsus and V. J. O’Conor. J. Am. M. Ass., 1926, 
Ixxxvii, 1816. [392] 

Abscess of the uterus; is it necessary to perform hys- 
terectomy for abscess complicated by salpingitis? Costan- 
TINI and MaRILL. Bull. Soc. d’obst. et de gynéc. de Par., 
1926, xv, 562. 

A generalized peritoneal reaction of uterine origin. P. 
Picarp. Bull. Soc. d’obst. et de gynéc. de Par., 1926, xv, 
581. 

Benign uterine hemorrhage. J. P. Kerru, D. Y. Kerru, 
and J. C. Bett. South M. J., 1927, xx, 43. 

Cirsoid aneurism of the uterus. EF. Lousar and P. 
Movre. Bull. et mém. Soc. nat de chir., 1926, lii, 1019. 

Solitary pseudo-neoplastic tuberculosis of the uterine 
corpus. E. De BELLA. Riv. ital. di ginec., 1926, v, 78. 

Tuberculosis of the uterine cervix. A. J. BENGOLEA and 
A. J. Pavtovsky. Semana méd., 1926, xxxiii, 1747. 

An obscure uterine neoplasm. Brit. M. J., 1927, i, 58. 


i unusual diffuse uterine tumor. Lancet, 1927, ccxii, 

"Thesis fibroma from the familial and hereditary view- 
point. A. MEeRLINI. Clin. ostet., 1926, xxviii, 543. 

Subserous pediculated fibroma with four ‘large cysts 
containing sero-sanguinous fluid. SCHOCKAERT. Bull. Soc. 
d’obst. et de gynéc. de Par., 1926, xv, 600. 

Multilobular fibroma of the uterine isthmus. F. Potvin. 
Bull. Soc. d’obst. et de gynéc. de Par., 1926, xv, 6or. 

Cystic fibroma of the uterus; total abdominal hyster- 
ectomy. P£RAIRE. Bull. et mém. Soc. d. chirurgiens de 
Par., 1926, xviii, 710. 

Pedunculated uterine fibromyoma with foci of degene- 
ration of the colloid type. S. I. BeERMANN. Bol. Soc. de 
obst. y ginec. de Buenos Aires, 1926, v, 526. 

Fibroid tumors: the indication for treatment and the 
choice of treatment. E. J. Itt. Surg. Clin. N. Am., 1926, 
vi, 1601. 

Uterine myoma; therapeutic indications. J. SANT’ANNA. 
Folha med., 1926, vii, 248. 

How pathology of ‘fibroid tumors of the uterus will de- 
termine the selection of radium or operation in their treat- 
ment. J. O. Potak. Am. J. Obst. & Gynec., 1926, xii, 
781. [393] 

Operative treatment of benign neoplasms of the uterus, 
with or without radium. O. L. Norswortuy. Texas 
State J. M., 1927, xxii, 580. 

Inconveniences and "dange rs of actinotherapy in uterine 
myofibromata. M. Spinetti. Actinoterapia, 1926, v, 218. 

Myomectomy, hysterectomy, and radiotherapy in fibro- 
myoma of the uterus. J. C. Masson. J. Am. M. Ass., 
1926, Ixxxvii, 1530. [393] 

A short account of the prognosis and treatment of the 
vesicular mole. KE. Essen-MGLLER. Acta obst. et gynec. 
Scand., 1926, v, 412. [393] 

A case of hydatiform mole at the forty-ninth year of 
age. LArront and Hove. Bull. Soc. d’obst. et de gynéc. 
de Par., 1926, xv, 564. 

Precancerous lesions of the cervix uteri. 
J. Indiana State M. Ass., 1927, xx, I. 

Cancer of the uterus. M. Younc and C. 
Lancet, 1926, ccxi, 1258. 

Contribution to the study of cancer of the uterus. A. J. 
Paviovsky and V. WipakovicH. Semana méd., 1926, 
XxXxili, 1249. 

A new classification of cancer of the uterine cervix. 
H. Reynés. Marseille-méd., 1926, Ixiii, 1912. 

Metastases in cancer of the irradiated cervix. DUVERGEY 
and JEANNENEY. Bull. et mém. Soc. nat. de chir., 1926, 
lii, 938. 

Bone metastasis in an untreated cancer of the uterine 
cervix. G. JEANNENEY and R. Proust. Bull. et mém. 
Soc. nat. de chir., 1926, lii, 1029. 

Inoperable cancer of the uterine cervix. A. J. PAvLov- 
sky. Bol. Soc. de obst. y ginec. de Buenos Aires, 1926, v, 


F.C. WALKER. 


STEWART. 


ol. 
The morphology of cervical carcinomata of the uterus 
as a basis for the judgment of the sensibility to rays. R. 
Corpua. Brit. J. Radiol., 1926, xxxi, 477. [393] 
Radium therapy for cancer of the cervix. WEYMEERSCH, 
PouLatn and Wopon. Bruxelles-méd., 1926, vii, 157. 
Radium in malignancy and fibromyoma of the uterus 
indication and application. D. B. James and F. C. Benson, 
Jr. Homeop. Recorder, 1927, Ixii, 16. 
Radium treatment for cancer of the cervix; report of 
cases. O. D. Hari. J. Med. Ass. Georgia, 1927, xvi, 1. 











BIBLIOGRAPHY OF CURRENT LITERATURE 449 


Radium in the treatment of cancer of the cervix uteri. 
G. E. Warp. J. Am. M. Ass., 1926, Ixxxvii, 1697. 

Five-year end-results in the treatment of cancer of the 
uterine cervix. F. W. Lyncu. J. Am. M. Ass., 1926, 
Ixxxvii, 1700. 

The reaction of the tissues to radium in the treatment of 
cancer of the cervix, and the importance of lacerations in 
producing cancer in this location. L. K. P. Farrar. 
Surg., Gynec. & Obst., 1926, xliii, 719. [393] 

The treatment by deep radiotherapy of an inoperable 
cervicovaginal cancer. AuBoURG and Jory. Presse méd., 
Par., 1927, XXXv, 50. 

The site of hysterectomy in carcinoma of the uterine 
corpus. G. ALBANO. Clin. ostet., 1926, xxviii, 589. 

Wertheim’s operation for cancer of the uterus and preg- 
nancy at term. A. PERALTA Ramos. Semana méd., 1926, 
Xxxill, 1197. 

The outcome of 214 radical abdominal operations for 
carcinoma of the cervix performed five or more years ago. 
V. Bonney. Proc. Roy. Soc. Med., Lond., 1926, al 

3 


Stenosis and atrophy of the uterus secondary to the ap- 
plication of Filhos’ caustic. A. Brinpeavu. Bull. Soc. 
d’obst. et de gynéc. de Par., 1926, xv, 555. 

Supravaginal hysterectomy. W.E. DARNALL. Surg. Clin. 
N. Am., 1926, vi, 1671. 


Adnexal and Periuterine Conditions 


A contribution to the study of tumors of the round liga- 
ment. M. Orrvt. Clin. ostet., 1926, xxviii, 550. 

Enervation of the ovary. J. LHERMITTE and R. Dupont. 
Bull. Soc. d’obst. et de gynéc. de Par., 1926, xv, 605. 

Experimental studies in ovarian function: the relation of 
blood supply to ovarian function in the rat. D. MACOMBER. 
Boston M. & S. J., 1927, cxcvi, 19. 

Experimental studies in ovarian function: the relation 
of nerve supply to ovarian function in the rat. D. Ma- 
COMBER. Boston M. & S. J., 1927, cxcvi, 21. 

Some experimental and clinical facts concerning the 
follicular hormone. L. Brouna and H. SImonNeET. Presse 
méd., Par., 1926, xxxiv, 1619. 

Roentgen-ray stimulating doses of the ovaries, per- 
manent and temporary sterilization. KE. A. Ponte. Am. 
J. M. Sc., 1927, clxxiii, 91. 

Further observations on ‘“‘roentgen-children.” P. 
Werner. Arch. f. Gynaek., 1926, cxxix, 157. [394] 

Two rare ovarian tumors: adenofibroma and dermoid 
cyst associated with multiple ovarian fibromata. S. A. 
Worre. Am. J. Obst. & Gynec., 1927, xiii, 16. 

Endometrial cysts of the ovary. F. E. Keene and R. A. 
KimproucuH. Atlantic M. J., 1927, xxx, 212. 

A large ovarian cyst. W. E. DARNALL. Surg. Clin. N. 
Am., 1926, vi, 1659. 

A primary Krunkenberg carcinoma of the ovary. D. 
Miner. Surg. Clin. N. Am., 1926, vi, 1645. 

Malignant tumors of the ovary and neoplastic degene- 
ration of the uterine mucosa. A. J. BenGouea and A. J. 
Paviovsky. Bol. Soc. de obst. y ginec. de Buenos Aires, 
1926, v, 460. 

Perithelioma of the ovary. A. Banks and D. RapiLe. 
Gynéc. et obst., 1926, xiv, 319. 

Experimental investigations on tubal movements. F. 
Von MiKuLicz-Rapecki. Arch. f. Gynaek., 1926, cxxviii, 


318. [394] 
Some aspects of tubal inflation. L. M. RANDALL. Med. 
Clin. N. Am., 1926, x, 689. [395] 


New experiences in tubal insufflation with a modified 
Mandelsmann apparatus. D. EK. CeENTANARO. Semana 
méd., 1926, xxxiii, 1210. 


The Rubin test in the diagnosis and treatment of steril- 
ity in women. P. Tirus. Atlantic M. J., 1927, xxx, 216. 

Normal delivery after implantation of the tubes. F. 
UNTERBERGER. Monatsschr. f. Geburtsh. u. Gynacek., 
1926, Ixxiii, 1. [395] 

Volvulus of the tube. A. Cavicita. Bol. Soc. de obst. y 
ginec. de Buenos Aires, 1926, v, 480. 

The treatment of gonococcal salpingo-odphoritis with 
gonargin and terpichin. F. Hoxirz. Acta obst. et gynec. 
Scand., 1926, v, 424. 

The treatment of non-tuberculous adnexal affections. 
J. P. Hartmann. Acta obst. et gynec. Scand., 1926, v, 
254. 

The treatment of non-tuberculous adnexal inflamma- 
tions. E. Auitstrém. Acta obst. et gynec. Scand., 1926, v, 
291. 

Nodular salpingitis; terminal pyosalpinx. C. VERcest. 
Studi Sassaresi, Sassari, 1926, 2 s. iv, 333. 

A case of tuberculous salpingitis associated with acute 
gonorrhora. M. SALmMonp. Lancet, 1927, ccxii, 228. 

Carcinoma of the fallopian tube. A. Covarrupias and 
A. ALBERTz. Bol. Soc. de cirug. de Chile, 1926, iv, 190. 


External Genitalia 


A contribution on the subject of cysts of the labia minora, 
L. ULunocian. Riv. ital. di ginec., 1926, iv, sor. 

The length of the vagina and its importance. F. Rec- 
NAULT. Bull. Soc. d’obst. et de gynéc. de Par., 1926, xv, 
613. 

Severe traumatism of the vagina during coitus. A. 
BrINDEAU. Bull. Soc. d’obst. et de gynéc. de Par., 1926, 
xv, OT. 

Complete retention of urine due to hematocolpos. J. 
A. QuiInTANA. Rev. especialidades, 1926, i, 702. 

A case of genital atresia. K. K. Menon. Indian M. 
Gaz., 1927, Ixii, 25. 

Postpartum vaginal atresia. IE. NicHoLson and S. FE. 
BERMANN. Semana méd., 1926, xxxiii, 1331. 

Vesicovaginal fistula cured by the transvesical route. 
B. Lima. Brazil-méd., 1926, xl, 364. 

An operation for rectovaginal fistula complicated by a 
third degree tear. H. L. Darner. Surg., Gynec. & 
Obst., 1927, xliv, 105. 

Two unusual cases of primary neoplasms of the vagina. 
P. Verca. Riv. ital. di ginec., 1926, v, 15. 

The treatment of granuloma inguinale of the vulva 
with tartar emetic. J. A. McGuinn. Am. J. Obst. & 
Gynec., 1926, xii, 665. [395] 

Primary cancer of the vagina. P. Amopet. Riv. ital. di 
ginec., 1926, v, 150. 


Miscellaneous 


Relations between menstruation and the blood groups 
from the constitutional point of view. G. ApBrRuzzrse. 
Riv. ital. di ginec., 1926, v, 189. 

Vicarious (supplementary) menstruation, with the re- 
port of a case. D. C. Eikin. Am. J. Obst. & Gynéc., 
1927, Xiii, 65. 

Sterility: analysis of cures and failures. R. L. Dickinson 
and W. H. Cary. J. Am. M. Ass., 1927, Ixxxviii, 1. 

The relation between celibacy in women and defective 
pelvic organs. W. C. ALvarrz and A. ZIMMERMANN. Am. 
J. Obst. & Gynec., 1927, xiii, 30. 

A contribution to the pathology and causation of dys- 
menorrhoea. B. WuiteHouse. J. Obst. & Gynec. Brit. 
Emp., 1926, xxxiii, 607. 

Hypogastric neurosis and pelvic varicocele. C. A. Cas- 
TANO. Bol. Soc. de obst. y ginec. de Buenos Aires, 1926, v, 
454. 











450 INTERNATIONAL ABSTRACT OF SURGERY 


A case of primary amenorrhoea. A. Cavicuta. Bol. Soc. Bartuetemy and Fourcue. Arch. franco-belge de chir., 


de obst. y ginec. de Buenos Aires, 1926, v, 446. 1926, Xxix, 409. 

Functional diseases of the female genital organs. B. A note on the endometriomata. R. JEANNERET. Rev. 
FRIEDLAENDER. Am. J. Obst. & Gynec., 1927, xiii, 43. méd. de la Suisse Rom., 1926, xlvi, 866. 

The frequency and meaning of backache in gynecology. Endometrial tumors of laparotomy scars. G. W. 


F. W. Lyncu. Am. J. Obst. & Gynec., 1926, xii, 719. [395] | Nicuotson. J. Obst. & Gynec. Brit. Emp., 1926, xxxiii, 
Some considerations on abscess of the pouch of Douglas. 620. 


L. A. Weser. Semana méd., 1926, xxxiii, 1493. The pathogenic theories of adenomyomatosis. L. 
Studies on inflammation of the pouch of Douglas. R. Micuon and H. Comte. Gynéc. et obst., 1926, xiv, 298. 
ConpaMiNn. Rev. frang. de gynéc. et d’obst., 1926, xix, A singular malformation of the genito-urinary apparatus 
597. ina woman. O. Larint«. Riv. ital. di ginec., 1926, iv, 611. 
Tumors of embryonal origin: tumors of the pelvic sub- A case of gynandrism. Auvray. Bull. et mém. Soc. nat. 


peritoneal space of embryonal origin. Maucraire, de chir., 1926, lii, 1102. 


OBSTETRICS 
A case of triple pregnancy. P. A. Petripis. Bull. Soc. 


> ¥ y 
Pregnancy and Its Complications d’obst. et de gynéc. de Par., 1926, xv, 621. 


The need for medical teaching on birth control. A. E. Triple univitelline pregnancy. Suzor. Bull. Soc. d’obst. 
Gites. Lancet, 1927, ccxii, 165. et de gynéc. de Par., 1926, xv, 609. 
Is the corpus luteum necessary for the physiological Premature labor with the delivery of triplets in the case 


accomplishment of pregnancy in the human being? M._ of a primipara following a diagnosis of twin pregnancy 
Ii. Ask-Upmark. Acta obst. et gynec. Scand., 1926, v, with hydramnios. T. Deti’AQquiLa. Clin. ostet., 1926, 


211. [396] = xxviii, 618. 
The basal metabolism in pregnancy and the puerperium. Quadruple pregnancy: a clinical and statistical contri- 
A. Rapice. Riv. ital. di ginec., 1926, iv, 639. bution. ID. Rossi. Rassegna internaz. di clin. e terap., 
The respiratory exchange of the fetus. ‘H. J. STaANDER. 1926, vii, 673. 
Am. J. Obst. & Gynec., 1927, xiii, 39. Note on placentation in quadruplet and triplet preg- 
A comparison of the content of potassium in maternal nancy. J. W. Wittiams. Bull. Johns Hopkins Hosp., 
and placental serum. H. BAkwin and H. Rivkin. Am. J. Balt., 1926, xxxix, 271. [396] 
Obst. & Gynec., 1927, xiii, 68. An unusual twin abortion: superfetation? B. LuNp@utsrt. 
The activity of the suprarenal gland in pregnancy and of — Acta obst. et gynec. Scand., 1926, v, 436. [396] 
so-called adrenalin-like substances. G. Amati. Riv. ital. Monstrous fetus with generalized oedema in a univitelline 


di ginec., 1926, v, 33. twin pregnancy. Desousry. Bull. Soc. d’obst. et de gynéc. 
Prenatal care. W. E. Hunter. California & West. de Par., 1926, xv, 560. 


Med., 1927, xxvi, 46. Fetal gigantism. J. BazAN and A. Brea. Bol. Soc. de 
Prenatal care at Hahnemann Hospital, Philadelphia.  obst. y ginec. de Buenos Aires, 1926, v, 516. 

C. V. Viscuer. J. Am. Inst. Homeop., 1927, xx, 10. Repeated giant fetus. D. E. Caravias. Rev. especia- 
The care of the normal expectant mother. G. B. _ lidades, 1926, i, 512. 

STEARNS. Homceop. Recorder, 1927, xlii, 2. A case of ruptured gravid uterus. H. BeNcKEerT. Acta 
Important aspects of the prenatal problem. A. DE __ obst. et gynec. Scand., 1926, v, 428. 

Morars. Folha med., 1926, vii, 280. Rupture of the uterus during pregnancy. O. A. KeEL- 
The importance of antenatal care. S. A. GAMMELTorFT  LoGG. J. Iowa State M. Soc. 1927, xvii, 22. 

and O. Nyesorc. Acta obst. et gynec. Scand., 1926, v, Blood dyscrasia complicating pregnancy and the puer- 

363, 380. . [396] perium, with a report of two cases. S. Kreti. Am. J. 
Maternal mortality in relation to antenatal care. S. A. Obst. & Gynec., 1927, xiii, 108. 

GAMMELTOFT. Acta obst. et gynec. Scand., 1926, v, Some observations on the vaccination of pregnant 

363. women and newborn infants. J. A. URNer. Am. J. Obst. 
Some results from the antenatal clinic and the Depart- & Gynec., 1927, xiii, 70. 

ment for Diseases during Pregnancy. O. NyeBorc. Acta Malaria in pregnancy. W. ALVAREZ. Semana méd., 

obst. et gynec. Scand., 1926, v, 380. 1926, xxxili, 1561. 
Diet for normal pregnancy and the puerperium. A. Diabetes and pregnancy. C. G. Lampir. J. Obst. & 

Mutcu. J. Am. Inst. Homeop., 1927, xx, 14. Gynec. Brit. Emp., 1926, xxxiii, 563. 
The early diagnosis of pregnancy by biochemical meth- Pregnancy in a woman with Basedow’s disease. M. 


ods. Respotto and Ortiz ArAGoNEsS. Arch. de med.,  Fapre. Bull. Soc. d’obst. et de gynéc. de Par., 1926, xv, 
cirug. y especial., 1926, vii, 257. 550. 
Floridcine in the diagnosis of pregnancy during the first The effect of treatment of the syphilitic pregnant woman 


months. S. R. Martinez. Med. Ibera, 1926, x, 471. upon the incidence of congenital syphilis. D. L. Betpinc. 
Is the Abderhalden test as modified by Luettgeand von Am. J. Obst. & Gynec., 1926, xii, 839. [397] 
Mertz to be relied upon for clinical diagnosis? A. LENNER. The result obtained in treated and untreated cases of 
Acta obst. et gynec. Scand., 1926, v, 246. syphilis in pregnant negro women. J. R. McCorp. Am. 
Internal pelvimetry by the X-rays. R. E. Roperts. J. Obst. & Gynec., 1927, xiii, 100. 
Brit. J. Radiol., 1927, xxxii, 11. Intra-uterine transmission of the tuberculous virus from 
Twin pregnancy with degeneration of one ovum. S. E. the mother to the child. A. CALmette, J. VALTIs, and M. 
BERMANN. Semana méd., 1926, xxxiii, 1713. LacomME. Presse méd., Par., 1926, xxxiv, 1409. 
Twin pregnancy with malformation. A. VAN CAUWEN- A degenerative fibroma complicating pregnancy. C. M. 


BERGHE. Bull. Soc. d’obst. et de gynéc. de Par., 1926, xv, | Ropsins and W. Goxpster1n. Surg. Clin. N. Am., 1926, 
601. vi, 1477- 





and 








BIBLIOGRAPHY OF CURRENT LITERATURE 


Fibromata uteri complicating pregnancy: report of a 
case. J. H. McLEAN. Texas State J. M., 1927, xxii, 578. 

Cysts of the ovary complicated with pregnancy and 
labor. S. D. Font. Ars med., 1926, ii, 257. 

Torsion during the course of pregnancy of a small cyst 
of the broad ligament with a very long pedicle. J. VAN- 
verTs. Bull. Soc. d’obst. et de gynéc. de Par., 1926, xv, 

80. 
, An address on the toxwemias of pregnancy. W. B. 
Henpry. Canadian M. Ass. J., 1927, xvii, 7. 

Postmortem findings in ten cases of toxemia of preg 

nancy. J. W. Bett. Am. J. Obst. & Gynec., 1926, xii, 


92. [397] 
Acidosis of pregnancy. S. ScaGcLionr. Riv. ital. di 
ginec., 1926, v, 168. 
Suggestion and the vomiting of pregnancy. 5. i. 


AUDEBERT and P. DaLfas. Rev. frang. de gynéc. et d’obst., 
1926, Xix, 541. 

Intractable vomiting. N. P. Costa. Bol. Soc. 
y ginec. de Buenos Aires, 1926, v, 528. 

A fatal case of hyperemesis gravidarum. S. 
Acta obst. et gynec. Scand., 1926, v, 446. 

Scurvy complicating vomiting of pregnancy. C. N. 
Swanson. J. Am. M. Ass., 1927, Ixxxviii, 26. 

Remarks on pyelonephritis of pregnancy. 
Dumas and CHABRUN. Bull. et mém. Soc. 
de Par., 1926, xlii, 1487. 

Pyelonephritis and appendicitis in the course of preg- 
nancy. COUVELAIRE and LANGEVIN. Bull. Soc. d’obst. et 
de gynéc. de Par., 1926, xv, 610. 

Can eclampsia be prevented by systematic treatment 
of eclampsism? KE. Persson. Acta obst. et gynec. Scand., 
1926, Vv, 230. {398} 

Atmospheric variations and eclampsia. B. Racusa and 
E. Erepia. Riv. ital. di ginec., 1926, v, 117. 

Studies in anesthesia, anoxewmia, anhydramia, and 
eclampsia, with certain deductions concerning the treat- 
ment of eclampsia. H. J. StanpeR. Am. J. Obst. & Gynec., 
1926, xii, 633. [398] 

Stronganoff’s treatment of eclampsia and Russian pre- 
natal and child welfare posters. S. B. BLakeLy. N. York 
State J. M., 1927, xxvil, 51. 

Intravenous and intramuscular injections of magnesium 
sulphate in eclampsia. J. L. Wopon. Bruxelles-méd., 
1926, vii, 217. 

The early surgical treatment of eclampsia: observations 
on ninety-two cases. J. C. L. Massini. Semana méd., 
1926, xxxiii, 1385. 

The clinical condition of the uterine wall in concealed 
accidental hemorrhage. J. Hewirr. Edinburgh M. J., 
1926, xxxiii, Edinburgh Obst. Soc., 169. [398] 

The treatment of concealed accidental hamorrhage. S. 
J. Cameron. Edinburgh M. J., 1926, xxxiii, Edinburgh 
Obst. Soc., 173. 

Studies on the physiology of the human amnion. H. 
KerrFer. Bruxelles-méd., 1926, vii, 180. 

The function of the placenta. G. DELLEPIANE. Riv. 
ital. di ginec., 1926, v, 89, 216, 667. 


de obst. 


Pers. 


RIBADEAU- 
méd. d. hép. 


The law of uterofetal placental adaptation. C. Four- 
NIER. Presse méd., Par., 1926, xxxiv, 1491. 
The presence of bismuth in the placenta. C. Vrercest. 


Studi Sassaresi, Sassari, 1926, 2 s. iv, 371. 

Infarcts of the placenta: a study of 700 consecutive 
placentae. R. S. Smppatt and F. W. Harrman. Am. J. 
Obst. & Gynec., 1926, xii, 683. [399] 

Premature rupture of the membranes at the end of preg- 
nancy. P. Ferrazint. Rev. méd. d. Rosario, 1926, xvi, 
426. 

Placenta previa; a study of 165 cases. G. L. Bropurap 
and E.G. Lancrock. Surg., Gynec. & Obst., 1927, xliv, 39. 


451 


Indications for classic cesarean section in a case of 
placenta previa. T. A. CHAMorrRo and R. RENAULD. 
Semana méd., 1926, xxxiii, 1431. 

Surgical versus non-surgical management of placenta 
prievia. A. LeDoux. New Orleans M. & S. J., 1927, 
Ixxix, 484. 

The etiology of extra-uterine pregnancy. P. 
Bull. Soc. d’obst. et de gynéc. de 
Bruxelles-méd., 1926, vii, 89. 

Cervical pregnancy. L. BActALLI. Riv. 
1920, V, I. 

Report of a case of interstitial pregnancy with a well 
preserved fetal cavity. L. MussetMan. Am. J. Obst. & 
Gynec., 1927, xiii, 23. 

Ruptured interstitial pregnancy: two personal observa- 
tions. L..E. Puanrur. Bull. Soc. d’obst. et de gynéc. de 
Par., 1926, xv, 616. 

Recurrence of tubal pregnancy after ovarosalpingos- 
tomy. H. Paucor. Bull. Soc. d’obst. et de gynéc. de Par., 
1926, XV, 579. 

A case of abdominal pregnancy. W. 


NisorT. 
Par., 1926, xv, 601. 


ital. di ginec., 


IE. DARNALL. Surg. 


Clin. N. Am., 1926, vi, 1667. 

Abortion. W. FE. DarRNALL. Surg. Clin. N. Am., 1926, 
vi, 1663. 

An address on abortion. J. S. FarrBArRN. Lancet, 1927, 
cexli, 217. 


EK thical, legal and medical aspects of abortion. Lorp 
RippeLt. Lancet, 1927, ccxii, 219. 

A case of abortion induced on account of otosclerosis. 
C. D. Josepuson. Acta obst. et gynec. Scand., 1926, v, 


407. 


The cause, diagnosis, and treatment of abortion. C. R. 
HANNAH. Texas State J. M., 1927, Xxii, 576. 
A case of postabortal uterine inversion. J. Loprs 


Pereira. Rev. de gynec. e d’obst., 1926, xx, 460. 
Cancer of the cervix complicating pregnancy, showing 
the harmful effects of radium on the fetus. J. J. MUNDELL. 
Am. J. Obst. & Gynec., 1927, xiii, 86. 
Cancer of the cervix in pregnancy. R. ScHockArrt. 
Bull. Soc. d’obst. et de gynéc. de Par., 1926, xv, 600. 


Labor and Its Complications 


A contribution to the study of uterine contraction in 
labor. O. Ropricues Lima. Rev. de gynec. e d’obst., 
1920, XX, 441. 

Does the stimulation for labor have its origin in the 
fetus? I. Jertov. Acta obst. et gynec. Scand., 1926, v, 
128. [399] 

Remarks on Temesvdry’s work on the influence of ex- 
tract of thymus on the action of the uterus and its prac- 
tical application in obstetrics. H. Knaus. Zentralbl. f. 


Gynaek., 1926, 1, 1304. [399] 
Painless childbirth by the synergistic method. D. 
DruTscHMAN. Med. J. & Rec., 1926, cxxiv, 421. [399] 


New attempts at obstetrical analgesia by the injection 
of hemypnal. P. Periisster. Rev. frang. de gynéc. et 
d’obst., 1926, xix, 555. 

The effect of parturition on the heart; with a report on 
eighteen cases of pregnancy complicated with auricular 
fibrillation. A. L. Ropinson. Lancet, 1927, ccxii, 170. 

Twin pregnancy in a malformed uterus; successive de- 
liveries with a four-day interval. VAUDESCAL and KERNEIs. 
Bull. Soc. d’obst. et de gynéc. de Par., 1926, xv, 607. 

Precipitate labor in a primipara. O. J. BALDWIN. Illinois 
M. J., 1927, li, 76. 

Obstructing pelvis. J. A. Gapastou. 
y ginec. de Buenos Aires, 1926, v, 440. 

Dystocia. Lancet, 1927, ccxii, 78. 

Causes of dystocia. Brit. M. J., 1927, i, 59. 


Bol. Soc. de obst. 








452 


A case of temporary dystocia due to a large encysted 
decidual hydrorrhoea pocket mistaken for an ovarian cyst; 
spontaneous rupture of the cyst; spontaneous labor. 
LeLorier. Bull. Soc. d’obst. et de gynéc. de Par., 1926, 
XV, 549. 

A case of oligohydramnios with labor complications. 5. 
Pers. Acta obst. et gynec. Scand., 1926, v, 450. 

The occipito-iliac posterior presentations. MErRCKEN. 
Gynéc. et obst., 1926, xiv, 343. 

Low transverse arrest of the fetal head in occiput- 
posterior positions. C. CoGuian. Med. J. Australia, 
1927, i, 52. 

The technique of internal podalic version. 
Bruxelles-méd., 1926, vii, 290. 

Protection of the cervix uteri during labor. A. L. 
McDonatp. Am. J. Obst. & Gynec., 1927, xiii, 76. 

Spontaneous partial amputation of the oedematous 
cervix during labor. Lfévy-SoLaL, CLetsz, and Faure. 
Bull. Soc. d’obst. et de gynéc. de Par., 1926, xv, 550. 

Total amputation of the uterine cervix secondary to 
cedema of the cervix during the course of labor. V. 
CatuaLa. Bull. Soc. d’obst. et de gynéc. de Par., 1926, 
XV, 551. 

Conservation of the perineum during labor. P. J. 
Carter. New Orleans M. & S. J., 1927, Ixxix, 516. 

Complete laceration of the urethra and anterior wall of 
the vagina from symphysiotomy. A. J. Benco.ra. Bol. 
Soc. de obst. y ginec. de Buenos Aires, 1926, v, 484. 

Particular indications for the caesarean operation. REEB. 
Bull. Soc. d’obst. et de gynéc. de Par., 1926, xv, 588. 

The technique of cesarean section, with special reference 
to the lower uterine segment incision. J. M. M. Kerr. 
Am. J. Obst. & Gynec., 1926, xii, 729. [399] 

Spinal anesthesia in cwsarean section for toxemia of 
pregnancy. B. G. M. Astiey. Am. J. Obst. & Gynec., 
1927, xiii, 83. 

Suprapubic cwsarean section. PHANEUF. 
d’obst. et de gynéc. de Par., 1926, xv, 599. 

Particular indications for the low cwsarean operation. 
P. BurGer. Bull. Soc. d’obst. et de gynéc. de Par., 1926, 
XV, 591. 

Fracture of the pelvis; abdominal cesarean section. O. 
JuERGENS. Bol. Soc. de obst. y ginec. de Buenos Aires, 
1926, V, 522. 

A case of dystocia due to the shoulders; cesarean section 
with hysterectomy. AuTEFAGE. Bull. Soc. d’obst. et de 
gynéc. de Par., 1926, xv, 586. 

Cwsarean section with exteriorization of the uterus; 
separation of the suture and adnexal lesions; hysterectomy. 
P. Picarp. Bull. Soc. d’obst. et de gynéc. de Par., 1926, 
XV, 583. 

Delivery by the natural passages in a woman having 
undergone a year before a low cesarean section for con- 
tracted pelvis. P. LANtufjouL. Gynéc. et obst., 1926, 
XiV, 353. 

Two cases of postmortem cesarean section with a living 
fetus. E. ZARATE and D. FE. V. EsquiveL. Semana méd., 
1926, xxxiii, 1649. 

The use of embryotomy by Adamo-Fieux’s method for 
decollation in irreducible shoulder presentations. J. 
AnpéropiAs. Rev. frang. de gynéc. et d’obst., 1926, xix, 


M. CHEVAL. 


Bull. Soc. 


The umbilical cord encircling the neck and its relation 
to intrapartum complications. L. E. McCarrrey. Am. 
J. Obst. & Gynec., 1927, xiii, 104. 

Torsion of the cord outside the vagina. THf&veNARD. 
Bull. et mém. Soc. d. chirurgiens de Par., 1926, xviii » 645. 

The treatment of partial or complete total retention of 
the fetal membranes. M. L. Pérez. Semana méd., 1926, 
xxxili, 1335. 


INTERNATIONAL ABSTRACT OF SURGERY 


Elimination of the decidua in severe cases of double 
uterus. J. Bureau. Bull. Soc. d’obst. et de gynéc. de 
Par., 1926, xv, 619. 

Hemorrhage during the third stage in the bicornate 
uterus. Crietsz and Faure. Bull. Soc. d’obst. et de 
gynéc. de Par., 1926, xv, 553. 

Pulmonary embolism following childbirth. J. J. Man- 
NING and C. G. SALVESEN. Brit. M. J., 1927, i, 15. 


Puerperium and Its Complications 


Cardiopathy and the puerperal state. Arch. méd. 
belges, 1926, Ixxix, 544. 
Puerperal pelvic thrombophlebitis. TuRENNE. Rev. 


méd. d. Uruguay, 1926, xxix, 274. 

Postpuerperal thrombophlebitis of the vena cava. 
CaTHALA and Cuasrun. Bull. et mém. Soc. méd. d. hép. 
de Par., 1926, xlii, 1480. 

Diabetes and the puerperal state. J. B. GonzALEz. Rev. 
méd. Lat.-Am., 1926, xii, 168. 

Uric fluid in the blood in the puerperal state. G. 
AYMERICH. Riv. ital. di ginec., 1926, v, ror. 

Puerperal septicemia. O. DE Souza. Rev. de gynec. 
e d’obst., 1926, xx, 401. 

A new case of subacute puerperal septicemia due to 
bacillus perfringens. E. Frum, J. Mouzon, and M. 
Davin. Bull. et mém. Soc. méd. d. hép. de Par., 1926, xlii, 
1452. 

The treatment of puerperal infection by metallic tubular 
drainage. A. R. De OLivetrra Motta. Rev. de gynec. e 
d’obst., 1926, xx, 397. 


Newborn 


I:xperiences abroad with special reference to infant 
welfare. V. SCANTLEBURY. Med. J. Australia, 1927, i, 
35: 

An excellent substitute for breast milk. D. A. CaALnoun. 
Am. J. Obst. & Gynec., 1927, xiii, 96. 

On the application of Credé’s prophylactic method. C. 
G. Bostrom. Acta obst. et gynec. Scand., 1926, v, 355. 

A case of hydromicrocephalia. S. Pers. Acta obst. et 
gynec. Scand., 1926, v, 441. 

A microhydro-anencephalic anaric ancyclopic monster. 
H. H. SKInNER. Med. J. & Rec., 1927, cxxv, 16. 

Report of a case of a tri-ped baby. W. H. WALLAce. 
Radiology, 1927, viii, 71. 

A large meningeal encephalocele of the occipital region 
operated upon. A, Manna. Clin. ostet., 1926, xxviii, 607. 

The absence of the usual clinical signs in the newborn 
child with multiple hemorrhages of the cranium and 
severe meningeal hemorrhage. LANTU£JOUL. Bull. Soc. 
d’obst. et de gynéc. de Par., 1926, xv, 557. 

A case of malwna neonatorum. J. P. Litrie. 
Army Med. Corps, Lond., 1927, xlviii, 63. 

A case of tetanus neonatorum. O. H. 
Bos. Rev. especialidades, 1926, i, 499. 

Diffuse bullous syphiloderma in a fetus at term. 
Procopio. Clin. ostet., 1926, xxviii, 614. 

Subacute and curable infectious oedema of the lung in a 
newborn child. R. Desrft, G. SeEMELAIGNE, and A. 
Cournanb. Presse méd., Par., 1926, xxxiv, 1617. 


J. Roy. 
SENET and P. 


G. S. 


Miscellaneous 


Some aspects of obstetrical care. My S. Smppatr. J. 
Michigan State M. Soc., 1927, xxvi, 

Better obstetrics. M.A. Tate. Ohio State M. J., 1927, 
XXxili, 35. 

Important advances in obstetrics in the last few years. 
J. C. Hirst, 2nd. J. Med. Soc. N. Jersey, 1927, xxiv, 16. 








275 


ars. 





BIBLIOGRAPHY OF CURRENT LITERATURE 453 


The effect of a diet low in calcium on fertility, pregnancy, 
and lactation in the rat: results of experiments. D. 
MacomsBer. J. Am. M. Ass., 1927, Ixxxviii, 6. 

Visceral manikins in carved ivory. L. CkumMER. Am. 
J. Obst. & Gynec., 1927, xiii, 26. 

A new mother; the obligation of society and the state. 
Sosa and SANCHEz. Rev. méd. Lat.-Am., 1926, xii, 202. 

Clinic from the Department of Obstetrics, Hahnemann 
Hospital. J. E. James, Jk. Homoeop. Recorder, 1927, lxii, 
9. 

Twenty-five years’ work of the Casa de Beneficencia and 
Maternity of Havana. R. M. ALronso. Rev. de med. y 
cirug. de la Habana, 1926, xxxi, 594. 

Statistical curve of the Maternity of Algeria, 1901 to 
1925. LAFFONT and JAHIER. Bull. Soc. d’obst. et de gynéc. 
de Par., 1926, xv, 565. 

The native women at the Maternity of Algeria. LAFront 
and JAHIER. Bull. Soc. d’obst. et de gynéc. de Par., 1926, 
xv, 567. 


Maternal mortality: the risk of death in childbirth from 
all diseases caused by pregnancy and confinement. Am. 
J. Obst. & Gynec., 1927, xiii, 113. 

Interim report on maternal mortality and morbidity in 
Victoria. R. M. ALLAN. Med. J. Australia, 1927, i, 1 

The maternal and infant mortality in 4,488 cases in an 
outdoor clinic 1922-1925. H. Baitey. Am. J. Obst. & 
Gynec., 1926, xii, 817. [400] 

Recent biological conceptions concerning the determina- 
tion of sex. A. Ravina. Presse méd., Par., 1926, xxxiv, 
1462. 

Results with the Luettge-von Mertz alcohol-extract re- 
action. H. KAMNIKER. Zentralbl. f. Gynaek., 1926, 1, 
2301. [400] 

The necessity of systematizing the Wassermann reaction 
in lying-in hospitals. M. L. PE£rEz. Bol. Soc. de obst. y 
ginec. de Buenos Aires, 1926, v, 449. 

Obstetrical and gynecological uses of ergotamine. A. 
M. Heiman. Med. J. & Rec., 1927, cxxv, 92. 


GENITO-URINARY SURGERY 


Adrenal, Kidney, and Ureter 


The function of the suprarenal capsule. G. VIALE and 
others. Rev. méd. d. Rosario, 1926, xvi, 416. 

The normal kidney. W. M. Bowman. Virginia M. 
Month., 1927, liii, 651. 

Some observations on traumatisms of the kidney. A. 
Pinar. Med. Ibera, 1926, x, 445. 

Pelvic or ectopic kidney. W. FE. DARNALL. Surg. Clin. 
N. Am., 1926, vi, 1675. 

A contribution on the pathology and conservative treat- 
ment of supranumerary kidney. C. Borrrri. Arch. ital. 
di urol., 1926, iii, 148. 

Renal pelvic duplication. L. I. Grajyewski and P. 
Eisen. Urol. & Cutan. Rev., 1927, xxxi, 46. 

Bilateral incomplete reduplication of the renal pelves; 
calculi in the lower right pelvis. A. H. Lippincorr. J. 
Urol., 1927, xvii, ror. 

Horseshoe kidney, with especial reference to the impor- 
tance of pre-operative diagnosis. J. A. C. Cotston and 
W. W. Scott. J. Urol., 1926, xvi, 319. [401] 

New contributions on the surgery of horseshoe kidney 
with special reference to pre-operative diagnosis. L. 
Pisani. Arch. ital. di urol., 1926, iii, 97. 

The functional examination of the kidneys in surgery. 
FE. MinGazzint. Policlin., Rome, 1926, xxxiii, sez. prat., 
1525. 

Are the laws of Ambard erroneous? J. GOLDBERGER. 
J. d’urol. méd. et chir., 1926, xxii, 359. 

New clinical valuations of the ureosecretory constant 
of Ambard. P. STANGANELLI. Riforma med., 1926, xlii, 993. 

A critical study of the pyelo-ureterogram. L. Casper. 
Urol. & Cutan. Rev., 1927, xxxi, 19. 

Dilatations of the renal pelvis. P. F. Butcer and C. W. 
Biacketr. Urol. & Cutan. na 1927, XXXi, 37. 

A case of hydronephrosis. C. M. Finny. J. Roy. Army 
Med. Corps., Lond., 1927, xlviil, 59. 

The excretion of hippuric acid in renal affections. I. 
SNAPPER and A. GrunBAuM. Presse méd., Par., 1926, 
XXXiV, 1524. 

Pyelitis. L. Torraca. Riforma med., 1926, xlii, 1138. 

The diagnosis and treatment of pyelitis. D. N. E1sen- 
DRATH. Illinois M. J., 1926, 1, 488. 

Studies in renal disease: — nephrosis.” TT. I. 
BENNETT, D. T. Davies, and EF. C. Dopps. Lancet, 1927, 
ccxil, 3. 


Sclerogummatous syphilis of the kidney. F. R. Ruiz. 
Rev. méd. Lat.-Am., 1926, xii, 187. 

Renal tuberculosis. PascuaL. Prog. de la clin., Madrid, 
1926, xiv, 562. 

Renal tuberculosis of the hematuric type. G. Saccut. 
Arch. ital. di urol., 1926, iii, 169. 

Nephrostomy in a case of anuria due to bilateral renal 
aaa E. CastaNo. Rev. especialidades, 1926, i, 


The clinical aspects and diagnosis of renal calculi which 
are permeable to the X-rays. Z. Karis. Ztschr. f. urol. 
Chir., 1926, xx, 66. [401] 

Bilateral renal calculosis treated by bilateral pyelotomy. 
G. Baccut. Policlin., Rome, 1926, xxxiii, sez. prat., 1531. 

A case of renal calculosis with neoplasia. A. MANETTI. 
Riforma med., 1926, xlii, 1134. 

Nephrotomy with removal of eight calculi. A. Cavat- 
cANnTI. Folha med., 1926, vii, 282. 

An interesting case of nephrectomy for lithiasis com- 
plicated by hydatid cyst. E. CastaNo and A. AsTRALDI. 
Rev. especialidades, 1926, i, 696. 

Decapsulation of the kidney in acute nephritis from mer- 
curial intoxication. A. C. Motina. Semana méd., 1926, 
XXXiii, 1212. 

Decapsulation, partial nephrotomy, and permanent 
renal drainage for anuria in a patient nephrectomized for 
renal pelvic lithiasis. EK. CastaNo and A. AstrAp1. Rev. 
especialidades, 1926, i, 689. 

The question of the collateral circulation in the renal 
capsule. S. Jonansson. Acta chirurg. Scand., 1926, Ixi, 
181. 

Compensatory hypertrophy and functional hyper- 
activity of the kidney. L. AmBarp. Presse méd., Par., 
1926, XxXxiv, 1569. 

Drainage as a factor in renal disease. G. L. HUNNER. 
Surg., Gynec. & Obst., 1926, xliii, 615. [402] 

The pyelographic diagnosis of renal and pararenal 
neoplasms. D. N. E1senpratH and I. S. Koi. J. Am. 
M. Ass., 1926, Ixxxvii, 1640. . [402] 

A wolffian cyst of the kidney with parietal ossification. 
I). RiGANo-IRRERA. Arch. ital. di urol., 1926, iii, 113. 

Tumors of the kidney and ureter and tuberculosis of 
the kidney. E. S. Jupp, B. R. ParKEr, and H. D. Morse. 
Surg. Clin. N. Am., 1926, vi, 1137. [402] 

Two cases of tumor of the renal capsule. S. JOHANSSON. 
Acta chirurg. Scand., 1926, Ixi, 197. 





454 INTERNATIONAL ABSTRACT OF SURGERY 


Papillary carcinoma of the renal pelvis. M. MELtzer. 
J. Urol., 1926, xvi, 335. [402] 

An enormous cancer of the right kidney with conserva- 
tion of the urinary output; lumbar nephrectomy. Catue- 
Lin. Bull. et mém. Soc. d. chirurgiens de Par., 1926, xviii, 
641. 

Nephro-ureteral anastomosis after complete avulsion of 
the ureter. R. C. Beco. Brit. M. J., 1926, ii, 589. [403] 

Contribution to the study of the morphology of the 
ureter. S. G. Vernet. Rev. méd. de Barcelona, 1926, iii, 
417. 

Forced ureters. C. D6Novan and A. Eciies. Rev. 
especialidades, 1926, i, 539. ° 

Ureterocele. D. A. Brown. J. Urol., 1926, xvi, 363. [403] 

Congenital obstruction of the ureter resulting in an 
enormous hydro-ureter and hydronephrosis. E. W. 
Spracure. Surg. Clin. N. Am., 1926, vi, 1497. 

Ureteral obstruction in women. G. M. Laws. Am. J. 
Obst. & Gynec., 1926, xii, 802. [403] 

Strictured ureters, hydronephrosis, and pyonephrosis 
occurring in cancer of the cervix uteri; based on a study 
of eighty-two cases. C. Hercer and B. F. SCHREINER. 
Surg., Gynec. & Obst., 1926, xliii, 740. [404] 

Ureteral retlux. J. R. Ditton. California & West. Med., 
1927, XXVi, 72. 

Ureteral calculi. W. S. Pucu. Ann. Surg., 1926, Ixxxiv, 


855. [4 04) 
Ureteral calculi: a review of forty-one cases. W. 
StTiRLING. Virginia M. Month., 1926, liii, 430. (404) 
Ureteral meatotomy for the removal of stones from the 
ureter. H.C. Bumpus. J. Urol., 1926, xvi, 359. [404] 
Kmpyema of the stump of the ureter. R. FRONSTEIN. 
Ztschr. f. urol. Chir., 1926, xx, 183. [404] 


Bladder, Urethra, and Penis 


The vesicorenal reflex. C. Ravasint. Riforma med., 
1926, xlii, 1117. 

Vesical distention with false incontinence following 
spina lanesthesia. J.SALLERAS. Rev.especialidades, 1926, 
1, 669. 

[xtraperitoneal hernia of the bladder. Der Takats. 
Ann. Surg., 1927, a, 152. 

Vesical diverticula. C. D6NovAN and A. Eciies. Rev. 
especialidades, 1926, i 543- 

A large congenital diverticulum of the bladder. G. 
Baccui. Policlin., Rome, 1926, xxxiii, sez. prat. 1538. 

A large diverticulum of the bladder secondary to cal- 
culosis. M. Sinpont. Arch. ital. di urol., 1926, iii, 179. 

Two cases of a foreign body in the urinary bladder. H. 
Lett. Brit. M. J., 1927, i, 138. 

A foreign body in the bladder formed of a mass of paraf- 
fine coated with phosphates. Lépinay, PéRaRD, and 
Cuevassu. J. d’'urol. méd. et chir., 1926, xxii, 320. 

Atrophic sphincter of the bladder in an old woman: 
Kelly operation; cure. E. J. Ini. Surg. Clin. N. Am., 
1926, vi, 1611. 

Neuromuscular dysfunction of the bladder as a cause of 
chronic pyelitis in childhood. H. F. Hetmuorz. Am. J. 
Dis. Child., 1926, xxxii, 682. [405] 

A case of — cystitis. A. E. Rocue. Brit. J. 
Surg., 1927, xiv, 53 

Primary tuberc Joule of the bladder. T. Lucrt. Policlin., 
Rome, 1926, xxxiii, sez. prat., 1535. 

A case of stone in the female bladder. A. C. Dutra. 
Indian J. Med., 1926, vii, 195. 

Vesical calculus in 'a child. L. D. Dousrére and V. 
Veavu. Bull. et mém. Soc. nat de chir., 1926, lii, 1038. 

A removable lithotrite. PruGNiez. Bull. et mém. Soc. 
d. chirurgiens de Par., 1926, xviii, 674. 


Resection of obstructions at the vesical orifice; new in- 
struments and a new method. M. Stern. J. Am. M. Ass., 
1926, Ixxxvii, 1726. [405] 

Irradiation of vesical neoplasms by removable platinum 
radon seeds: description of new instruments designed to 
facilitate their employment. J. Murr. J. Urol., 1927, xvii, 


53. 

Polyps of the verumontanum. J. B. Ruiz. Rev. de 
med. y cirug. de la Habana, 1926, xxxi, 580. 

Leucoplakia of the bladder. R. A. HeNNESsEy. J. Am. 
M. Ass., 1927, Ixxxviii, 146. 

The bladder changes in inoperable carcinoma of the 
uterus before and after irradiation. F. Hermann. Urol. & 
Cutan. Rev., 1927, xxxi, 58. 

Intramural carcinoma of the dome of the bladder. J. D. 
BARNEY. J. Urol., 1926, xvi, 369. [406] 

Roentgen-ray treatment of inoperable carcinomata of 
the er bladder. H. Scumirz and J. E. F. Latse. 
J. Am. M. Ass., 1926, Ixxxvii, 1541. [406] 

The treatment of carcinoma of the bladder by radical 
surgical methods. E. S. Jupp. J. Am. M. Ass., 1926, 


Ixxxvii, 1620. [406] 
Ureteral transplantation in bladder carcinoma. A. L. 
Cuute. J. Am. M. Ass., 1926, Ixxxvii, 1613. [407] 


Deep roentgen-ray therapy in the treatment of car- 
cinoma of the bladder. C. A. Waters. J. Am. M. Ass., 
1926, Ixxxvii, 1618. [407] 

Chronic urethritis and some of its causes. F. X. VoIsARD. 

California & West. Med., 1927, xxvi, 75. 

Urethritis due to treponema. J. BAciGALUPO. Semana 
méd., 1926, xxxiii, 1567. 

Congenital stenosis of the urethra. R. Bonneau. Bull. 
et mém. Soc. d. chirurgiens de Par., 1926, xviii, 610. 

Stricture of the female urethra. W.S. Pucu. J. Am. M. 
Ass., 1926, Ixxxvii, 1790. [408] 

End-result of a case of fascial urethral graft thirteen 
years after operation. R. J. WILLAN. Brit. J. Surg., 1927, 
xiv, 535. 

Verumontanitis and genital disturbances: their endo- 
scopic treatment. J. SALLERAS, G. VILAR, and A. VON DER 
BreckE. Semana méd., 1926, xxxiii, 1271. 

An improved urethral syringe. F. A. VAN Buren. J. 
Am. M. Ass., 1927, Ixxxviii, 170. 

The radical care of phimosis. P. M. VintTILA. J. d’urol. 
méd. et chir., 1926, xxii, 306. 

Fracture of the penis. W. Sommer. Bol. Soc. de cirug. 
de Chile, 1926, iv, 187. 

A rare anomaly of the urogenital organs: double penis. 
C. Bruni. Arch. ital. di urol., 1926, iii, 143. 

A case of well-marked hypospadias. C. McL. West. 
Irish J. M. Sc., 1927, p. 29 

The treatment of pal of the penis with colloidal 
lead and surgery. C. R. O’CrowLey. Surg. Clin. N. Am., 
1926, vi, 1453. 

Genital Organs 


Prostatic calculi—with a case report. H. B. PopLasky 
and D. V. Exvconin. Urol. & Cutan. Rev., 1927, xxxi, 


2. 
The relation of the small obstructive prostate to certain 
other bladder conditions. A. L. Cuutr. Boston M. & S. 
J., 1926, cxcv, 889. [408] 
Radiotherapy in prostatic adenomata. Pasteau and 
Nocusks. J. d’urol. méd. et chir., 1926, xxii, 312. 
Prostatic adenomata removed by the transvesica] route. 
P. Bazy. Bull. et mém. Soc. nat. de chir., 1926, lii, 1065. 
Hypertrophy of the prostate and suprapubic prosta- 
tectomy at the Spanish Hospital from 1914 to 1925. A. 
SeRANTES and L. A. Montes. Rev. especialidades, 1926, 
i, 674. 

















BIBLIOGRAPHY OF CURRENT LITERATURE 


Suprapubic prostatectomy for benign prostatic hyper- 
trophy: a consideration of pre-operative and postoperative 
management. V. C. Hunt. Surg., Gynec. & Obst., 1926, 
xliii, 769. [408] 

Considerations on 228 prostatectomies. I. CasTaNo. 
Rev. especialidades, 1926, i, 646. 

Considerations on the mortality statistics following 
prostatectomy by European, American, and Asiatic sur- 
geons. A. AstRALpI. Rev. especialidades, 1926, i, 654. 

Spindle cell sarcoma of the prostate. SARJEANT, Hicks, 
KnicuT and Harris. Canadian M. Ass. J., 1927, xvii, 
81. 

A postoperative suprapubic drainage cup. M. Muscuar. 
J. Urol., 1927, xvii, 79. 

New apparatus: electric suction drainage unit with a 
distributing device; mold for suprapubic drainage tubes; 
device for regulating urinary decompression. S. W. 
Moorueab. J. Urol., 1927, xvii, 73. 

Epididymitis due to a pneumococcus in a child of 21 
months. R. LAnpfvar. Semana méd., 1926, xxxiii, 1776. 

The causes and prevention of gonorrhoeal epididymitis. 
P. S. PeLouze. Therap. Gaz., 1927, 3 s. xliii, 16. 

A case of tumor of the testis and epididymis simulating 
tuberculous epididymitis. FE. CastaNo and A. AsTRALpI. 
Rev. especialidades, 1926, i, 660. 

Two cases of orchitis and epididymitis of acute form 
in advanced stages of tuberculosis and syphilis respectively. 
R. Lanpivar. Semana méd., 1926, xxxiii, 1624. 

Teratoma testis with metastasis. Crorr and Bussey. 
Ann. Surg., 1927, Ixxxv, 152. 

Torsion of the spermatic cord in an infant. M. THorek. 
Am. J. Surg., 1927, ii, 58. 

The treatment of hydrocele. C. Fino. 
1926, vii, 277. 


Folha med., 


Miscellaneous 


Urinary tract pathology: some unusual cases seen in 
practice. W. J. WaLtace. South. M. J., 1927, xx, 38. 

The roentgenological procedure in urinary tract diag- 
nosis. C. D. Enrtetp. Urol. & Cutan. Rev., 1927, xxxi, 
22. 

Roentgenology in urological diagnosis. A. H. MERRILL. 
Urol. & Cutan. Rev., 1927, xxxi, 52. 

Points about roentgen examinations of the urinary tract 
that interest the referring physician. W. CLARKSON. 
Virginia M. Month., 1927, liii, 657. 

Pyelography as an aid to genito-urinary diagnosis. A. 
I’. Tycer. Urol. & Cutan. Rev., 1927, xxxi, 49. 

The question of the acidity of the urine; the determina- 
tion and the significance of the urinary hydrogen-ion con- 
centration. A. Fitipprnt. Policlin., Rome, 1926, xxxiii, 
sez. prat., 1539. 


455 


Retention of urine in children with and without demon- 
strable cause. F. J. PARMENTER and C. LEUTENEGGER. 
Am. J. Dis. Child., 1926, xxxii, 692. [409] 

Three cases of urinary retention in infancy. A. SALA. 
Policlin., Rome, 1926, xxxiii, sez. prat., 1533 

Studies on the diuretic action of calcium chloride. C. 
CrpriAnI. Policlin., Rome, 1926, xxxiii, sez. med., 592. 

A note on porphyrinuria. W. R. Fearon. Irish J. M. 
Sc., 1927, p. 28. 

Mercurochrome in infections in general and in infections 
of the urinary apparatus in particular. R. LANpfvar. 
Semana méd., 1926, xxxiii, 1707. 

Cohabitation colon-bacillary urinary tract infection. 
A. J. Scuoti. J. Am. M. Ass., 1926, Ixxxvii, 1794. [409] 

The treatment of urinary infections due to colon bacilli 
by autovaccination. M. Larcer, J. P. Lamare, and E. 
Moreau. Presse méd., Par., 1926, xxxiv, 1571. 

Venereal prophylaxis: a discussion. W. M. 
South. M. J., 1926, xx, 52. 

The antivenereal campaign in Petrograd from 1920 to 
1925. M. IkTeEMANN. Bruxelles-méd., 1926, vii, p. clxxix, 
ccxi. 

The abortive treatment of gonorrhoea. SArz and Lizana. 
Med. Ibera, 1926, x, 588. 

Some observations on intravenous chemotherapy in 
gonorrhcea with compounds of acridine. G. A. BRANDAN. 
Semana méd., 1926, xxxiii, 1228. 

Potassium silver iodide in the treatment of gonorrhora. 
S. R. Natwu. Brit. M. J., 1927, i, 139. 

Acridinotherapy as the usual treatment of gonorrhaa. 
F. E. Grimacpt and R. pe SurkA CANARD. Semana méd., 
1926, Xxxiii, 1219. 

Kilduffe’s article concerning the standard of cure in 
gonorrhoea. J. Zo_iscuan. Med. J. & Rec., 1927, cxxv, 
116. 

Some clinical considerations of hamaturia. 
STIRLING. Virginia M. Month., 1927, liii, 678. 

Hematuria, with special reference to diagnosis. A. L. 
Wo rsarst. Med. J. & Rec., 1927, cxxv, 112. 

Errors of position of the roentgenographic image in 
urinary calculosis. F. Caruenin. Bull. et mém. Soc. d. 
chirurgiens de Par., 1926, xviii, 610. 

A case of multiple urinary lesions. A. Ek. Rocur. Brit. J. 
Surg., 1927, xiv, 533. 

The relation between the histological characters and 
the postoperative mortality of tumors of the prostate, 
kidney, and bladder. A. J. ScHoit and J. VerBruccer. 
J. d@urol. méd. et chir., 1926, xxii, 379. 

Epidural and sacral lumbar anesthesia in urology. S. 
Laskownickt. J. d’urol. méd. et chir., 1926, xxii, 390. 

Spinal anwsthesia in urology. H. W. Martin and R. FE. 
Arsutunot. J. Am. M. Ass., 1926, Ixxxvii, 1723. [409] 


BRUNET. 


W. C. 


SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 


Conditions of the Bones, Joints, Muscles, 
Tendons, Etc. 


An X-ray study of the development of the ossification 
centers of the skeletal system. B. ALLEN. Radiology, 
1926, vii, 398. [411] 

The growth of the long bones in childhood, with special 
reference to certain bony striations of the metaphysis and 
to the réle of the vitamins. H. A. Harris. Arch. Int. 
Med., 1926, xxxviii, 785. [411] 

The effect of inorganic salts on calcification. P. G. 
Surpiey and L. E. Howt, Jr. Bull. Johns Hopkins Hosp., 
Balt., 1927, xl, 1. 


The anatomical results of mechanical obstruction to 
growth. H. Maass. Arch. f. orthop. u. Unfall-Chir., 1926, 
xxiv, 161. [412] 

A case of osteogenesis imperfecta. D. Hunter. Lancet, 
1927, CCXii, 9. 

Rhizomelic pseudo-achondroplasia. O. Crovzon and 
C. Vocr. Bull. et mém. Soc. méd. d. hép. de Par., 1926, 
xlii, 1759. 

Achondroplasia with medullary compression. EF. Bo- 
NILLA. Med. Ibera, 1926, x, 550. 

The report of a case of dwarfism due to Ollier’s 
dyschondroplasia. Mauciaire. Rev. d’orthop., 1926, 
XXXili, 653. 








456 INTERNATIONAL ABSTRACT OF 


Histological studies of experimentally produced pseu- 
darthroses. A. Scumipr. Beitr. z. klin. Chir., 1926, cxxxvi, 
463. [412] 

Hereditary osteopathy (Paget’s disease in the mother, 
undetermined bone dystrophy in the child). O. Crouzon, 
S. Braun, and M. P. DeELAFontTaAINE. Bull. et mém. Soc. 
méd. d. hép. de Par., 1926, xlii, 1754. 

Infantile rickets: treatment by the intramuscular in- 
jection of a codliver oil concentrate. L. WriLKins and B. 
Kramer. Bull. Johns Hopkins Hosp., Balt., 1927, xl, 52. 

Diaphyseal aclasia with ulnar nerve weakness. N. L 
Eckuorr. Proc. Roy. Soc. Med., Lond., 1927, xx, 195. 

Osteopetrosis. R. G. Karsuner. Am. J. Roentgenol., 
1926, xvi, 405. [414] 

Fragilitas ossium and deafness. J. J. SuuGcrur, R. 
Rockwoop, and FE. W. ANperson. Arch. Int. Med., 1927, 
Xxxix, 98. 

Vacuolar osteofibrosis of Recklinghausen. 
de méd. de Bordeaux, 1926, ciii, 915. 

Roentgenological skeletal changes in Gaucher’s disease. 
S. JUNGHAGEN. Acta radiol., 1926, v, 506. 

Osteitis deformans. D. G. Bussey. Med. Herald & 
Physiotherap., 1927, xlvi, 12. 

Osteitis deformans (Paget’s disease). G. 
Canadian M. Ass. J., 1927, xvii, 60. 

A case of localized Paget’s disease. ROEDERER. Bull. 
et mém. Soc. d. chirurgiens de Par., 1926, xviii, 649. 

Fistulizing typhoid osteitis with sequestrum formation. 
C. Dujarter. Bull. et mém. Soc. nat. de chir., 1926, lii, 
1164. 

Osteomyelitis. 
41. 

Acute hematogenous osteomyelitis. D. FE. 
J. Bone & Joint Surg., 1927, ix, 8. 

On the tumorous diseases of the bones, primary and 
metastatic. R. Krensorck. Brit. J. Radiol., 1926, XXxxi, 


CuaBe. J. 


J. GILLaM. 


M. J. Kenericx. J.-Lancet, 1927, xlvii, 


ROBERTSON. 


374. 

The etiology of solitary bone cyst. D. B. PHeMIsTeR and 
J. E. Gorpon. J. Am. M. Ass., 1926, Ixxxvii, 1429. [414] 

Ossifying hematoma. C. A. Stone. J. Am. M. Ass., 
1926, Ixxxvii, 1885. 

Myeloma and cavities in bone. R. P. Rowanps. Brit. 
J. Surg., 1926, xiv, 224. [414] 

Giant cell tumors. L. Barp. Bull. et mém. Soc. d. 
chirurgiens de Par., 1926, xviii, 658. 

Giant cell tumors. BARBARIN, Bull. et mém. Soc. d. 
chirurgiens de Par., 1926, xviii, 689. 

Giant cell tumor of bone. J. L. Gorortu. 
1926, xiii, 846. 

Primary malignant tumors of the long bones: end-results 
in 170 operable cases, including a small group of malignant 
central sarcoma. W. B. Corey and B. L. Cotry. Arch. 
Surg., 1926, xiii, 779; Arch. Surg., 1927, xiv, 63. 

Fracture followed by sarcoma or sarcoma followed by 
fracture? H. B. GessNErR. New Orleans M. & S. J., 1927, 
Ixxix, 528. 

Massage and remedial exercises in bone and joint 
diseases. W. H. TrRETHOWAN. Guy’s hosp. Rep., Lond., 
1926, Ixxvi, 433. [415] 

Mechanical derangements of the joints. M.S. HenpEr- 
son. Ann. Surg., 1926, Ixxxiv, 796. 

Two hundred cases of acute generalized articular rheu- 
matism successfully treated with antistreptococcus serum. 
T. Barurratpt. Riforma med., 1926, xlii, 1012. 

Arthritis. R. PemBerton. J. Am. M. Ass., 1926, asl 

415 


Arch. Surg., 


1253. 
Syphilitic arthritis. 
xiv, 260. 
A simplified classification of chronic arthritis. C. F. 
PatnTER. Boston M. & S. J., 1927, cxcvi, 16. 


A. H. Topp. Brit. J. Surg., 1926, 
[416] 


SURGERY 


A clinical and statistical study of chronic arthritis based 
on 1,100 cases. R. PEMBERTON and E. G. Perrce. Am. J. 
M. Sc., 1927, clxxiii, 31. 

The differential diagnosis and medical and orthopedic 
care of several different forms of chronic arthritis. P. S 
Hencu and P. N. Jepson. Med. Clin. N. Am., 1926, x, 
563. [417] 

Chronic arthritis: its treatment with emetin. L. W. 
Exy. California & West. Med., 1926, xxv, 625. 1417] 

A treatment of arthritis. B. F. DoNALDsoN. Med. Clin. 
N. Am., 1927, X, 1001. 

A clinical and roentgenological study of high colonic 
irrigations as used in the therapy of subacute and chronic 


arthritis. R. G. Snyper and S. FineMan. Am. J. 
Roentgenol., 1927, xvii, 27. 

The fate of effusions of blood in the joints. P. SEELIGER. 
Klin. Wchnschr., 1926, v, 1616. [417] 


The pathogenesis of so-called synovial cysts. J. TEMPLE. 
Presse méd., Par., 1926, xxxiv, 1418. 

The rédle of the capsule in joint contractures: with 
especial reference to subperiosteal separation. D. SILVER. 
J. Bone & Joint Surg., 1927, ix, 96. 

Juxta-articular nodes; their distribution in equatorial 
Africa. P. MArGERIDON. Presse méd., Par., 1926, xxxiv, 
1579. 

The bacterium causing rheumatic fever and a prelim- 
inary account of the therapeutic action of its specific 
antiserum. J.C. Smatu. Am. J. M. Sc., 1927, clxxiii, 1o1. 

A general study of poliomyelitis and ‘its treatment. P. 
Lortuiorr. Arch. franco-belge de chir., 1926, xxix, 524. 

The orthopedic treatment during the period of regression 
of poliomyelitis. A. VAN Hartst. Arch. franco-belge de 
chir., 1926, xxix, 540. 

The electrical treatment of infantile paralysis. Dr 
NoseELe. Arch. franco-belge de chir., 1926, xxix, 532. 

Spastic paralysis. W. J. Avie and A. S. B. BANKaRT. 
Brit. M. J., 1926, ii, 1208, 1211. 

Cerebral spastic paralysis from the orthopedic side, as 
to treatment. W. A. Boyp. J. South Carolina M. Ass. 
1927, XXiii, 268. 

Three cases of primary muscle tumors. CouREAuD, 
DALGER, Sécuy and LecENE. Bull. et mém. Soc. nat de 
chir., 1926, lii, 1202. 

The origin of the muscles of the extremities. L. F. 
AraAGonts. Rev. méd. de Barcelona, 1926, iii, 401. 

Painful shoulder, F. R. Haussiinc. Surg. Clin. N. Am., 
1926, vi, 1503. 

The coracoid process of the scapula and its variations. 
H. Fiscuer. J. de méd. de Bordeaux, 1926, ciii, 884. 

Deformity of the right shoulder with associated de- 
formities of the ribs and cervical spine. W. I. TANNER. 
Proc. Roy. Soc. Med., Lond., 1927, xx, 194. 

A case of giant cell’ sarcoma of the left humerus with 
rapid evolution. C. Cotuccr. Policlin., Rome, 1926, xxxiii, 
sez. prat., 1392. 

The association of acrocephaly with obstetrical mal- 
formations of the elbow. FE. Apert. Bull. et mém. Soc. 
méd. d. hép. de Par., 1926, xlii, 1432. 

A contribution to the study of traumatic ossification of 
the elbow. P. Costantini. Policlin., Rome, 1926, xxxiii, 
sez. chir., 551. 

Incomplete extension of the elbow in congenital pathol- 
ogy. A. Lérr. Bull. et mém. Soc. méd. d. hép. de Par., 
1926, xlii, 1515. 

Ischemic contracture. P. N. Jepson. Ann. Surg., 1926, 
Ixxxiv, 785. 

Charcot’s arthropathy of the wrists. C. WorstEr- 
Droucut. Proc. Roy. Soc. Med., Lond., 1927, xx, 192. 

Scaphoid tumor: case for diagnosis. A. R. Jones. Proc. 
Roy. Soc. Med., Lond., 1927, xx, 240. 




















BIBLIOGRAPHY OF CURRENT LITERATURE 457 


Multiple chondromata of the hand. C. M. Rossins. 
Surg. Clin. N. Am., 1926, vi, 1473. 

An unusual location of extragenital syphiloma (the 
dorsum of the hand). F. Frertazzo. Gior. batteriol. e 
immunol., 1926, i, 539. 

Clinic: infections of the hand. A. B. Kanavev. J. Iowa 
State M. Soc., 1927, xvii, 4. 

The management of hand infections. H. H. LeSeur. 
Am. J. Surg., 1927, ii, 38. 

Bony ankylosis of the interphalangeal joint of the finger. 
B. W. HoweLt. Proc. Roy. Soc. Med., Lond., 1927, xx, 


239. 

A celluloid protection for the finger, and a contribution 
on the treatment of lacerated extensor tendons of the 
fingers. D. KULENKAMPFF. Muenchen. med. Wchnschr., 
1926, Ixxiii, 1485. 

Osteomyelitis of the rib. M. Y. Pacer. 
1927, i, 50. 

Unusual vertebral injuries: report of cases. I. BALEN- 
sweIc. Arch. Surg., 1927, xiv, 209. 

Spinal injuries and abnormalities. T. 
State J. M., 1927. xxii, 584. 

Congenital malformation of spine. 
J. Bone & Joint Surg., 1927, ix, 79. 

Cervical ribs and atrophy of the thenar eminence in a 
child of 4 years. A. Moucuet. Bull. et mém. Soc. nat. de 
chir., 1926, lii, 1192. 

The frequency of postural scoliosis. S. Smiru. J. Am. 
M. Ass., 1927, Ixxxviii, 242. 

A contribution to the study of congenital scoliosis due 
to hemivertebra. L. CuAvANETTE. Presse méd., Par., 
1926, xxxiv, 1402. 

A case of spondylitis deformans with myositis ossificans. 
C. W. Heatey. Lancet, 1927, ccxii, 174. 

A case of luetic osteo-arthritis involving the first and 
second cervical vertebr, with partial destruction of the 
odontoid process. J. Aspray. Radiology, 1927, viii, 72. 

Infectious spondylitis and growth spondylitis: a con- 
tribution on “false Pott’s disease.” J. MONTAGNE. 
Presse méd., Par., 1926, xxxiv, 1242. [417] 

Tuberculous disease of the spine. D. McC. Arrken. 
Proc. Roy. Soc. Med., Lond., 1927, xx, 239. 

A new case of Pott’s disease with “parrot beaks.” 
CourEAuD, SOLcARD, and Moucuet. Bull. et mém. Soc. 
nat. de chir., 1926, lii, 1177. 

Fixation frame for Pott’s disease in young children. W. 
B. Carrett. J. Bone & Joint Surg., 1927, ix, 24. 

The report of a case of numerical reduction of the 
sacrococcygeal vertebra. BAUMGARTNER, LéRI, and Es- 
CALIER. Bull. et mém. Soc. méd. d. hdp. de Par., 1926, 
xlii, 1581. 

Lumbrosacral backache. C 
J., 1927, cxcvi, 9. 

On hemangiomata in the spinal column. EK. Perman. 
Acta chirurg. Scand., 1926, Ixi, gr. [418] 

A case of sarcoma of the vertebra with paraplegia im- 
proved by deep X-ray therapy. I. Srrauss. Med. Clin. 
N. Am., 1927, x, 1077. 

Exostosis of the iliac bones as a sign of syphilis. C. 
Heuser. Rev. especialidades, 1926, i, 537. 

The diagnosis of affections of the hip joint. A. Kripa. 
N. York State J. M., 1927, xxvii, 57. 

Roentgenographic diagnosis of congenital lesions of the 
hip. M. Lance. Rev. d’orthop., 1926, xxxiii, 665. 

Some remarks on the evolution of osteochondritis of the 
hip. RoepERER. Bull. et mém. Soc. d. chirurgiens de Par., 
1926, xviii, 624. 

Osteochondritis of the hip followed for three and one- 
half years. C. RoepERER and A. Moucuer. Bull. et 
mém. Soc. nat. de chir., 1926, lii, g5o. 


Brit. M. J., 


Bonp. Texas 


C. W. Prasopy. 


. E. Ayers. Boston M. & S. 


Osteitis fibrosa cystica (femur); congenital anomaly of 
the patella; skeletal traction in fracture of the femur; 
fractures of the foot. J. W. Martin. Nebraska State M. J., 
1927, xii, 27. 

The treatment of tuberculosis of the hip. J. A. Key. 
J. Missouri State M. Ass., 1926, xxiii, 388. [418] 

Surgical lesions of the hip joint. M.S. HENDERSON. 
Surg. Clin. N. Am., 1926, vi, 1283. [418] 

An unusual case of congenital coxa vara. H. A. T. 
FAIRBANK. Proc. Roy. Soc. Med., Lond., 1927, xx, 
237. 

Severe coxa vara in a girl of 14 years; increase of the 
inclination of the femoral neck. ScHOLDER and SorREL. 
Bull. et mém. Soc. nat. de chir., 1926, lii, 1025. 

Femoral osteochondritis of adolescents and its sequele; 
epiphyseal separation of the hip. I. BALENSweiG. Surg., 
Gynec. & Obst., 1926, xliii. 604. [419] 

A case of malignant tumor of the femur. JupEt. Bull. 
et mém. Soc. d. chirurgiens de Par., 1926, xvili, 661. 

Central osteosarcoma of the subtrochanteric region of 
the femur. A. Constant. Bol. Soc. de cirug. de Chile, 
1926, iv, 193. 

Outline of routine examination of the knee and foot. 
P. Lewin. Illinois M. J., 1927, li, 72. 

Diagnostic inflation of the knee joint: a clinical radio- 
logical study. M* A. BERNSTEIN and R. A. ARENs. Radiol- 
ogy, 1926, vii, 500. 

A case of bipartite patella. 
Scand., 1926, Ixi, 44. 

Traumatisms of the knee due to sport. BAstos ANSART. 
Prog. de la clin., Madrid, 1926, xiv, 536. 

Injuries of the knee joint. Sir J. R. Roperts. Indian 
M. Gaz., 1927, Ixii, 15. 

The paralytic knee. G. 
d’orthop., 1926, xxxiii, 511. 

Presynovial cystic fibrosis of the knee. P. Duvat and 
IF. Moutter. Bull. et mém. Soc. nat. de chir., 1926, lii, 
1218. 

The paralytic knee. Nov£-JosseRanp. 
clin., Madrid, 1926, xiv, 641. 

Contractures of the knees, with a demonstration of ap- 
pliances. J. P. Lorp. Nebraska State M. J., 1927, xii, 26. 

The treatment of contractures at the knees: results with 
various kinds of apparatus. J. P. Lorp. J. Am. M. Ass., 
1927, Ixxxviii, 13. 

Overgrowth of the long bones of the lower extremity: 
report of three cases. M. Harpin. Arch. Surg., 1927, xiv, 
142. 

= case of giant cell tumor of the tibia. H. Juper. Bull. 
et mém. Soc. d. chirurgiens de Par., 1926, xviii, 612. 

A case of giant cell tumor of the tibia. R. Bonamy. Bull. 
et mém. Soc. d. chirurgiens de Par., 1926, xviii, 630. 

Ankle sprains: diagnosis and treatment. V. W. M. 
Wricut. Therap. Gaz., 1927, 3 s. xliii, 12. 

Tarsomegaly. A. Moucunetr and J. 
d’orthop., 1926, xxxiii, 485. 

Two cases of metatarsal epiphysitis. R. APPELMANS. 
Rev. d’orthop., 1926, xxxiii, 493. 

Osteochondritis of the second metatarsophalangeal 
joint. A. Gorriies. Northwest Med., 1927, xxvi, 18. 


N. Paus. Acta chirurg. 


Nov&-JossERAND. Rev. 


Prog. de la 


BeLotr. Rev. 


Surgery of the Bones, Joints, Muscles, 
Tendons, Etc. 


Thirty-first report of progress in orthopedic surgery. 
P. D. Witson, R. B. Oscoop, N. ALutson, H. C. Bucnotz, 
and others. Arch. Surg., 1927, xiv, 150. 

Experimental investigations on the prevention of ad- 
hesions in the transplantation of tendons and the pro- 
duction of a rigid connective tissue by chemical means 








458 
in the treatment of orthopedic conditions. P. Pirzen. 
Ztschr. f. orthop. Chir., 1926, xlvii, 385. [419] 


The use of fascia for the re-enforcement of relaxed joints. 
G. E. Bennetr. Arch. Surg., 1926, xiii, 655. [419] 

On the treatment of the ischaemic contraction of muscles. 
S. Jouansson. Acta chirurg. Scand., 1926, Ixi, 188. 

Surgical treatment for residual infantile paralysis. M. 


S. Henperson. Minnesota Med., 1926, ix, 621. [426] 
Osteoperiosteal bone graft. G. M. Dorrancre and G. 
W. Waconer. J. Am. M. Ass., 1926, Ixxxvii, 1433. [420] 


Bone grafts in the treatment of tuberculous osteo- 
arthritis. ViIGNARD and OmBREDANNE. Bull. et mém. 
Soc. nat. de chir., 1926, lii, 1094. 

Osteomyelitis; open intervention followed by local ap 
plications of autobacteriophages. PruGninz. Bull. et 
mém. Soc. d. chirurgiens de Par., 1926, xviii, 705. 

A case of multilocular suppurating hydatid cysts of 
the right humerus; successive operations; recovery. P. 
Peraipis and A. Moucuer. Bull. et mém. Soc. nat. de 
chir., 1926, lii, 1070. 

Vicious ankylosis of the elbow and of the second finger; 
resection with fibrous interposition; late results. P. 
Broce and CC, LenormMAnt. Bull. et mém. Soc. nat. de 
chir., 1926, lii, 1048. 

The late results of resection of the elbow. J. SENEQUE. 
Presse méd., Par., 1926. xxxiv, 1351. |420] 

Late result of transplantation of the toe for a missing 
finger. Neunor. Ann. Surg., 1927, Ixxxv, 130. 

Late results of operation for wry peck. J. NussBaum. 
Reitr. z. klin. Chir., 1926, cxxxvi, 573. [421] 

Operative treatment of lateral curvature of the spine 
(scoliosis). I’. D. Dickson. J. Missouri State M. Ass., 
1927, XXiV, I. 

Some facts concerning the treatment of scoliosis. C. 
LASSERRE. J. de méd. de Bordeaux, 1926, ciii, 948. 

Dorsolumbar Pott’s discase in a man of 33 years, excel 
lent result three years after Albee’s operation. P. Brocg 
and I. Sorret. Bull. et mém. Soc. nat. de chir., 1926, lii, 
922. 

Two cases of Pott’s disease treated by vertebral osteo- 
synthesis. E. Sorrer. Bull. et mém. Soc. nat. de chir., 
1920, lii, 10604. 

Albee’s operation. M. Puocas. Bull. et mém. Soc. nat. 
de chir., 1926, lii. 940. 

Osteoperiosteal grafts for Pott’s disease. C. DuJARIER. 
Bull: et mém. Soc. nat. de chir., 1926, lii, 1193. 

Reconstruction operation on the hip. J. 5. Sererp. J. 
Am. M. Ass., 1926, Ixxxvii, 1631. . [421] 

Some contributions to the reconstructive surgery of the 
hip. Ik. W. Hey Groves. Lancet, 1926, ccxi, 1055. “ 

An operation for stabilizing paralytic hips. FT. D. 
Dickson. J. Bone & Joint Surg., 1927, ix,. 1. 

Restoration of the anterior crucial ligament by the 
Hey-Groves technique. C. DujArter. Bull. et mém. Soc. 
nat. de chir., 1926, lii, 942. 

White tumor of the knee treated by the method o- 
Robertson Lavalle. P. JaureGu1. Bull. et mém. Soc. nat 
de chir., 1926, lii, 987. 

An operative procedure of value in the correction of 
bowed tibiw. R. I. Harris. J. Bone & Joint Surg., 1927, 
ix, 92. 

Shall we amputate? C. J. Wurre. Boston M. & S. J., 
1927, CXCVi, 24. 

Amputation of the leg at the seat of election. I. Estror. 
Rev. d’orthop., 1926, xxxiii, 503. 

A new method of amputation of the leg by primary sec- 
tion of the bones. Dupuy ve FrReNELLE. Bull. et mém. 
Soc. d. chirurgiens de Par., 1926, xviii, 664. 

Some particular points in the treatment of congenital 
pes talus. L. Micuec. Rev. d’orthop., 1926, xxxiii, 659. 


INTERNATIONAL ABSTRACT OF SURGERY 


A contribution to the treatment of club-foot and in- 


_fantile paralysis by the Ducroquet-Launay operation. J. 


Dumont. Presse méd., Par., 1926, xxxiv, 1418. 

A plastic flat-foot operation. O. L. Miller. J. Bone & 
Joint Surg., 1927. ix, 84. 

The treatment of inveterate flat-foot by Ogston’s opera- 
tion. C. Lasserre. J. de méd. de Bordeaux, 1926, ciii, 
838. 

Bony fixation by blocking in the equinus deformity as- 
sociated with partial amputations of the foot. H. L. 
Rocurer. Rev. d’orthop., 1926, xxxiii, 663. 


Fractures and Dislocations 


Fractures. J. M. SAtmon. Internat. J. Med. & Surg. 
1927, xl, 33. 

‘The importance of nerve block anasthesia in the treat- 
ment of fractures and dislocations. W. MurELLER. Med. 
Klin., 1926, xxii, 327. [422] 

The treatment of compound fractures. J. A. Evert. 
Northwest Med., 1927, xxvi, 7. 

The treatment of articular fractures. I. DELITALA and 
S. Marcont. Riforma med., 1926, xlii, 1076. 

Periarterial sympathectomy and fractures of the limbs. 
HI. Gaupter. Bull. et mém. Soc. nat. de chir., 1926, lii, 
1190. 

A contribution to the fixation of fractures with circular 
metallic bands. A. LamMBotre. Paris chir., 1926, xviii, 
241. 

Osteosynthesis with a buried prosthesis in complicated 
diaphyseal fractures. R. Simon, FE. Stutz, and C. Lenor- 
MANT. Bull. et mém. Soc. nat. de chir., 1926, lii, 562. [423] 

Fracture apparatus. R. Restrero and H. Rouvi.tois. 
Bull. et mém. Soc. nat. de chir., 1926, lii, 1007. 

A modification of the Steinman nail. H. D. SonNnen- 
SCHEIN. J. Am. M. Ass., 1927, Ixxxviii, 243. 


The degree of working capacity after fractures. R1ieGER. 
Arch. f. orthop. u. Unfall-Chir., 1926, xxiv, 209. 
Open reduction of an old luxation of the shoulder. 


Auvray. Bull. et. mém. Soc. nat. de chir., 1926, lii, 916. 
The results of operations for habitual dislocations of the 
shoulder, with special consideration of our method. G. 
Perturs. Deutsche Ztschr. f. Chir., 1925, cxciv, 1. [424] 
A simplified operative procedure for habitual dislocation 
of the shoulder. IF’. Rupp. Deutsche Ztschr. f. Chir., 1926, 
cxcviii, 70. [424] 
Dislocations of the outer end of the clavicle. J. DUNLop. 
California & West. Med., 1927, xxvi, 38. 
A simple method of treating fractured clavicle. J. F. 
Mackenzie. Med. J. Australia, 1926, ii, 485. [424] 
Fractures of the humerus and radial paralysis. J. L. 
Roux-BerGeR. Bull. et mém. Soc. nat. de chir., 1926, lii, 
ex. [425] 


Fracture of the surgical neck of the humerus with sub- 


coracoid dislocation of the head. P. M. Mrecray. Surg. 
Clin. N. Am., 1926, vi, 1619. 
A splint for fractures of the upper arm. C. Sems. 


Acta chirurg. Scand., 1926, Ixi, 1. 

Three cases of backward luxation of the elbow reduced 
by arthrotomy with a modified bayonet incision of Ollier. 
Kk. Taruerer and A. Moucuet. Bull. et mém. Soc. nat. 
de chir., 1926, lii, 1172. 

Fractures of the forearm. 
1926, xix, 798. 

Fractures about the elbow. C.S. VENABLE. South. M. 
J., 1926, xix, 806. [425] 

Fractures of the olecranon. F. Noticias 
med., 1926, Nov., 25. 

Anterior luxation of the distal epiphysis of the ulna. 
O. Ff. Mazzint. Semana méd., 1926, xxxiii, 1739. 


C.F. Crayton. South. M. J., 
[425] 


P. CUADRADO. 








25 | 
urg. 
‘MB. 


iced 


425} 


icias 


Ina. 





BIBLIOGRAPHY OF CURRENT LITERATURE 459 


Isolated fracture of the neck of the radius. P. Feurerats. 
Arch. franco-belge de chir., 1926, xxix, 522. 

Two cases of luxation of the semilunar bone. M. 
DeRACHE. J. de chir., 1926, xxv, and Ann. Soc. belge de 
chir., 1926, xxxiii, 5. 

Recurring outward subluxation of right carpometacarpal 
joint. A. H. Topp. Proc. Roy. Soc. Med., Lond., 1927, xx, 
2 

St: ompression fracture of the spine. H. 
Nebraska State M. J., 1927, xii, 1. 

Ind-results of vertebral fractures. HAUMANN. 50 Tag. 
d. deutsch. Ges. f. Chir., Berlin, 1926. [425] 

Fracture of the pelvis. Arch. méd. belges, 1926, Ixxix, 

Z. 

oo of the pelvis. A. A. Jackson. Internat. J. 
Med. & Surg., 1926, xxxix, 381. [426] 

Fracture of the femur. J. M. Hirzror. Am. J. Surg., 
1927, li, 28. 

Cervicobitrochanteric fracture successfully treated with 
a suspension apparatus. C. Dujarter. Bull. et mém. 
Soc. nat. de chir., 1926, lii, 1163. 

Two cases of subtrochanteric fracture of the femur. 
Piisson, CLAVELIN, and Rovuvitvots. Bull. et mém. Soc. 
nat. de chir., 1926, lii, 1008. 

Spontaneous fracture of the upper third of the femur due 
to a gummatous osteomyelitis in an adult. A. ConsTANr’. 
Bol. Soc. de cirug. de Chile, 1926, iv, 195. 


I’, JOHNSON. 


SURGERY OF ‘THE 


Blood Vessels 


The permeability of the skin capillaries in various clin- 
ical conditions. W. F. Petersen. Arch. Int. Med., 1927, 
XXXiX, 19. 

Alterations in the permeability of - skin capillaries 
during pregnancy and puerperium. W. I. Petersen and 
A. F. Lasw. Arch. Int. Med., 1927, xxxix, 12. 

Hereditary hemorrhagica telangiectasia. H. Mackay 
and F. D. McKenty. Canadian M. Ass. J., 1927, xvii, 65. 

An unusual case of congenital nevus of the forefinger 
and thumb. L. R. Brarrawaire. Brit. J. Surg., 1927, xiv, 
538. 

Angioma cured by radium. Vrau and Decrais. Bull. 
et mém. Soc. nat. de chir., 1926, lii, 1122. 

A case of left sided superior vena cava. A. VALLEJO 
NAGERA. Siglo méd., 1926, Ixxiii, 425. 

An arterial anomaly of doubtful interpretation. A. F. 
Martin. Siglo méd., 1926, Ixxiii, 628. 

Abnormal communications between the arterial] and 
venous systems and their effects on the heart. I}. HOLMAN. 
Arch. franco-belges de chir., 1926, xxix, 493. 

Obliterating thromboses of the arteries of the limbs. 
P. P. Ravautt. Arch. franco-belges de chir., 1926, xxix, 


3: 
Thrombo-angeitis obliterans. J. MARNocH and I. Mac- 
J. Path. & Bacteriol., 1927, xxx, 39. 

The etiology of repeated traumatisms in certain cases of 
obliterating arteritis. P. P. RavauLrand J. De GiraRDIER. 
Presse méd., Par., 1926, xxxiv, 1413. 

The treatment of vascular affections with insulin. L. 
Amparb, G. Boyer, and I’. Scumrp. Bull. et mém. Soc. 
méd. d. hép. de Par., 1926, xlii, 1536. 

Postoperative pulmonary ‘embolism. K. Speep. Ann. 
Surg., 1927, Ixxxv, 44. 

Some clinical remarks on the etiology of varices: the 
role of the genito-hypophyseal glands. L. Gavcirr. 
Presse méd., Par., 1926, xxxiv, 1442. 


Spontaneous fracture of the femur at the edge of a bone 
cyst: complete recovery. Tyrcar. J. de chir., 1926, xxv, 
and Ann. Soc. belge de chir., 1926, xxxiii, 12. 

The management of cases of fracture of ‘the neck of the 
femur. C. B. Francisco. Kansas City Clin. Soc. Month. 
Bull., 1927, iii, 11. 

Comminuted fracture of the patella, haemarthrosis: 
treatment by Willem’s method (bistoury puncture and 
immediate active mobilization). ParmarEns. J. de chir., 
1926, xxv, and Ann. Soc. belge de chir., 1926, Xxxiii, 
28. 

The late repair of fractures of the patella and of — 
of the ligamentum patella and quadriceps tendon. W. 
Gaur and A. B, LeMesurier. J. Bone & Joint hog 
1927, ix, 47- 

Fracture of the tibia and fibula. C. FE. Farr. Surg., 
Gynec. & Obst., 1927, xliv, 115. 

‘Oblique fracture of the lower third of the leg treated by 
double wire ligature method. ALGLave. Bull. et mém. 
Soc. nat. de chir., 1926, lii, 1033. 

Os calcis fractures: a new method of reduction, M. 
Harpinc. J. Bone & Joint Surg., 1926, viii, 720. (426) 


Orthopedics in General 


Orthopedics at a country children’s hospital. W. T 
PuGu. Proc. Roy. Soc. Med., Lond., 1926, xx, 131. [427] 


BLOOD AND LYMPH SYSTEMS 


New methods and principles in the treatment of varicose 
veins. A. L. Viscner. Lancet, 1927, cexii, 223. 

Aneurism of the licnal (splenic) artery with anomalous 
origin of the branches of the abdominal aorta. N. Pan. 
Indian J. Med., 1926, vii, 210. 

Fascial bonds in the treatment of aneurism. J. L. 
CAMPBELL. South. M. J., 1926, xix, 795. [428] 

Obliterative endo-aneurismorrhaphy for traumatic 
aneurism. H. Neunor. Ann. Surg., 1927, Ixxxv, 137. 

Wiring with electrolysis in saccular aneurism. H. A, 
Hare. J. Am. M. Ass., 1927, Ixxxviii, 230. 

The treatment of pylephlebitis of appendicular origin; 
with a report of three cases of the ligation of the portal 
vein. R. Cop. Surg., Gynec. & Obst., 1926, Ixiii, 627. 

[428] 

Successful ligation of the common femoral artery and 
vein for a gunshot wound. H. J. JunKin. Northwest 
Med., 1927, xxvi, 36. 

The influence of circulatory disturbances on post- 
operative mortality. W.H. Hiccins. Virginia M. Month., 
1927, liii, 670. 


Blood; Transfusion 


A biometrical study of the relative cell volume of human 
blood in normal and tuberculous males. R. Peart and 
J. R. Miner. Bull. Johns Hopkins Hosp., Balt., 1927, x1, 


.. 

The sedimentation rate of erythrocytes; the corpuscle 
volume; and the icterus index. J. Forman. J. Lab. & 
Clin. Med., 1927, xii, 373. 

The effect of ultraviolet light on the blood of newborn 
infants. Preliminary report: bleeding time, coagulation 
time, and blood platelets. H. N. Sanrorp. Am. J. Dis. 
Child., 1927, xxxiii, 50. 

Considerations of the problem of blood clotting. C. A. 
Mitts. Am. J. M. Sc., 1926, clxxii, sor. [428] 

Haemo-agglutinins. M. Sarazar. Siglo méd., 1926, 
Ixxiii, 509. 











460 

The influence of various factors upon the hemaggluti- 
nation of red blood corpuscles. C. C. Hiccins. Am. J. 
M. Sc., 1926, clxxii, 510. [429] 


Certain characteristics 
C. M. VAN ALLEN. 


Studies in blood coagulation. I. 
of coagulation and their measurement. 
J. Exper. Med., 1927, xlv, 60. 

Studies in blood coagulation. II. Blood coagulability 
in malignant tumor and other diseases of the rabbit. C. 
M. VAN ALLEN. J. Exper. Med., 1927, xlv, 87. 

Investigation of some coagulating substances in vivo. 
G. GataTA. Policlin., Rome, 1926, xxxiii, sez. med., 621. 

Two cases of catalysis and coagulation of the blood. 
C. Zatti and G. Mrraciia. Riforma med., 1926, xlii, 987. 

Hemophilia and its etiological treatment. H. / 
SAMSON-HIMMELSTJERNA. Med. J. & Rec., 1926, cxxiv, 
329. [429] 

Agranulocytosis and monocytosis as a hwmatologic ex- 
pression of certain forms of sepsis. C. GAMNA. Policlin., 
Rome, 1926, xxxiii, sez. med., 517. 

Essential thrombocytopenic purpura. H. Koster. Med. 
J. & Rec., 1927, cxxv, 23 

The value of biopsy ms the bony ee in the study of 
the hemopathies. P. Escuprro, and M. FE. VARELA. Rev. 
Soc. de med. interna y Soc. de tisiol., pour ii, 417. 

Studies on azotemia in surgery. A. CRAINICIANU 
J. Frortan. Presse méd., Par., 1926, xxxiv, 1411. 

Blood transfusion. I. E. Bisukow. Illinois M. J., 1927, 
li, 69. 


and 


SURGICAL 


Operative Surgery and Technique; 
Postoperative Treatment 


Before and after operation. Sir B. Moyniman. Lancet, 
1926, ccxi, 789. [430] 

Inefficiency of most of the commonly used skin anti- 
septics. M. B. Tinker and H. B. Sutron. J. Am. M. Ass., 
1926, Ixxxvii, 1347. [430] 

Overdosage of hyoscine. S. FE. Brit. M. J., 
1927, i, 16. 

Detoxication in the treatment of burns. W. R. Wrson. 
Brit. M. J., 1927, i, 54. 

Tannic acid treatment of burns. 
dian M. Ass. J., 1927, xvii, 86. 

Double collapse in the course of an operation successfully 
treated by intracardiac injection of adrenalin. D’ALLAINES 
ere Touret. Bull. et mém. Soc. nat. de chir., 1926, lii, 
113. 

® genital support for perineal operations. C. J. DrRuEcK. 
Am. J. Surg., 1927, ii, 62. 

Stitch abscesses: prevention and treatment. H. H. Cox. 
Illinois M. J., 1927, li, 65. 

The suggested use of thyroid extract to reduce the inci- 
dence of postoperative embolism. W. WALTERS. Minne- 
sota Med., 1927, x, 25. 


DENYER. 


J. C. Linpsay. Cana- 


Antiseptic Surgery; Treatment of Wounds 
and Infections 


Autohemotherapy in some surgical affections. K. 
Mouutar and S. Scanpurra. Policlin., Rome, 1926, 
xxxili, sez. chir., 577. 

The injection treatment of localized tuberculous lesions. 
R. Pottok. Lancet, 1927, ccxii, 224. 


INTERNATIONAL ABSTRACT OF 


SURGERY 


The réle of the plasma in transfusion. Eston. Rev. 
méd. d. Uruguay, 1926, xxix, 293. 
The intraperitoneal transfusion of blood in infancy 
and childhood. C. G. Gruner. South. M. J., 1927, xx, 1. 
Exsanguination transfusion in treatment of phenol 
poisoning. C. C. HASKELL, R. C. ALLey, and P. E. PRiLva- 


MAN. J. Lab. & Clin. Med., 1927, xii, 313. 


Lymph Vessels and Glands 


Supravital study of the cells in the lymph stream of the 
rabbit. J. A. Kinpwai. Bull. Johns Hopkins Hosp., 
Balt., 1927, xl, 30. 

Infectious mononucleosis; or acute benign lymphadeno- 
sis. T. Jacer. J. Missouri State M. Ass., 1927, xxiv, 
15. 

Infantile giant cell lymphadenosis. G. SALvio.t. 
Sperimentale, 1926, Ixxx, 465. 

Brief considerations on a case of tuberculosis of the 


tracheobronchial lymph glands. R. Garcfa D1az. Siglo 
méd., 1926, Ixxiii, 458. 

Generalized glandular tuberculosis. O. P. Curt 
Semana méd., 1926, xxxiii, 1708. 

Hodgkin’s disease and its future. J. A. Lepak. Minne- 


sota Med., 1927, x, 21. 

The etiology of venereal granuloma; subacute inguinal 
adenopathy with intraganglion suppuration. R. CLEMENT. 
Presse méd., Par., 1926, xxxiv, 1429. 


TECHNIQUE 


Anesthesia 
The provision of an anesthetic service. J. S. Ross. 
Glasgow M. J., 1926, n.s. xxiv, 359. 
Deaths under anesthetics. A. G. Levy. Lancet, 1927, 


ccxii, 173. 

A lecture on anesthetics. 
1927, ccxii, 163. 

The presence of aldehydes with ether anesthesia. J. 
MAGNIN and L. Linenson. Semana méd., 1926, xxxiii, 
1567. 

Luminal ether narcosis. 
1926, xxxiii, sez. prat., 1459. 

An experimental study on adrenalin-chloroform syncope 
by the submucous injection of adrenalin. CARRELON, 
Luccuettt, and TuurLiant. Arch. internat. de laryngol., 
1926, xxxii, 1116. 

Chemical examination of ethylene for anesthesia: report 
by A. M. A. Chemical Laboratory. J. Am. M. Ass., 1927, 
Ixxxviii, 322. 

A method of eliminating the danger of explosion in the 
use of ethylene. M.Sauzer. J. Am. M. Ass., 1927, Ixxxviii, 


J. R. Mackenzie. Lancet, 


G. Mittut. Policlin., Rome, 


D.C. 
1927, Ixxxviii, 


5. 

The coagulation time in ethylene anesthesia. 
Straus and H. H. Rupin. J. Am. M. Ass., 
310. 

A report on five hundred cases of spinal anesthesia 
with tutocain. P. VALpont. Policlin., Rome, 1926, xxxiii, 
sez. prat., 1456. 

Local anesthesia: an armamentarium and notes on its 
use. W.S. Pucu. Northwest Med., 1927, xxvi, 30. 
Barbital as a preventive of cocaine toxicosis: a 
nary report. J. LESHURE. 

168. 


reli mi- 
J. Am. M. Ass., 1927, Ixxxviii, 





BIBLIOGRAPHY OF 


CURRENT LITERATURE 461 


PHYSICOCHEMICAL METHODS IN SURGERY 


Roentgenology 


The roentgenologist and the hospital. J.T. Cask. New 
Orleans M. & S. J., 1927, Ixxix, 500. 

Contrast and fog in radiography. B. E. 
Brit. J. Radiol., 1927, xxxii, 1. 

A method of obtaining roentgenograms with Potter 
— C. Heuser. Rev. especialidades, 1926, 

— 

\ diaphragm resembling the iris for use in roentgen 

diagnosis. A. Lunpqutst. Acta radiol., 1926, v, 571. 

The importance of the beta rays in the biological action 
of the roentgen rays. A. Liccutr. Acta radiol., 1926, v, 


LUBOSHEZz. 


385. 

The generalized effect of roentgen rays upon the human 
organism. P. Lapatsanis. Strahlentherapie, 1926, xxii, 
484. 

Increasing the effect of the roentgen rays by means of 
intravenous injections of dextrose. G. HoLtzKNEcHT. Acta 
radiol., 1926, v, 56r. [432] 

The distribution of radiation about the target of a 
roentgen-ray tube. J. L. WEATHERWAX and H. M. SHarp. 
Am. J. Roentgenol., 1927, xvii, 227. 

The electron in and out of "the roentgen tube and the 
radium atom: its biophysical and biological action in the 
treatment of certain pathological processes. D. C. A 
Butts, F. C. Benson, and J. W. FRANK. Radiology, 1927, 
vill, 44. 

The plan and scope of radiation therapy service at Belle- 
vue Hospital, New York City. I. I. KAPLAN. Radiology, 
1927, Vili, 20. 

Radiation treatment of skin infections. A. SomLANp and 
W. E. CosroLtow. Urol. & Cutan. Rev., 1927, xxxi, 17. 

X-ray treatment of epithelioma. G. W. Grier. New 
Orleans M. & S. J., 1927, Ixxix, 508. 

A study of the determination of the quality of the X-rays 
used in deep therapy. J. A. SARALEGUI and F. VIER- 
HELLER. Semana méd., 1926, xxxiii, 1437. 

Indications for and limitations of deep roentgen-ray 
therapy. U. V. Portmann. J. Michigan State M. Soc., 
1927, XXVi, 30. 

A new method of anticancer radiotherapy? J. Hucurr. 
Marseille-méd., 1926, Ixiii, 1887. 

Improvements developed in treatment by deep radio- 
therapy. G. TRANIER. Marseille-méd., 1926, Ixiii, 1899. 

An experimental contribution on the postoperative ir- 
radiation of malignant tumors as regards wound healing 
and the prevention of local recurrence. L. HALBERSTAED- 
TER and A. Simons. Acta radiol., 1926, v, 501. 


Radium 


Radium in the treatment of skin diseases. J. F. Mc- 
CuttoucH. Urol. & Cutan. Rev., 1927, xxxi, 32. 

The recording of doses and the technical details of treat- 
ment in clinical radium therapy. A. LACHAPELE. Marseille- 
méd., 1926, lxiii, 1906. 

Comparison of the effects of unfiltered and filtered 
radon tubes buried in rabbit muscle. M. Cutter. Am. J. 
Roentgenol., 1926, xvi, 535. [432] 


Miscellaneous 


Some aspects of the biological action of light. F. 
Nacetscumipt. Med. J. & Rec., 1926, cxxiv, 776. 

Principles of modern light therapy. S. RotuMan. Brit. 
J. Radiol., 1926, xxxi, 443. [432] 

Heliotherapy in Cerdajia. Presse méd., 
Par., 1926, xxxiv, 1434. 

Irradiation of food with ultraviolet rays and the anti- 
rachitic enzyme. P. Ronpont. Sperimentale, 1926, Ixxx, 
443- 

Some measurements of the transparency of skin to light. 
W. Srenstr6M and M. Rernuarp. Acta radiol., 1926, v, 


Y. ENaup. 


53- 

Investigations of the action of light upon oxygen con- 
sumption. C. Sonne. Acta radiol., 1926, v, 419. 

Concentrated carbon-arc light: a simple method to im- 
prove the efficiency of the Finsen treatment. S. Lomuo xt. 
Lancet, 1927, CCXii, 15. 

Thermoc hromotherapeutic applications with lights with 
semispherical reflections. G. Matteucci. Actinoterapia, 
1926, V, 209. 

Newer developments of electrothermic methods in the 
treatment of neoplasms. G. A. WyetH. Surg., Gynec. & 
Obst., 1927, xliv, 95. 

Diathermy. G. Dracortt. 
sez. prat., 1501. 

The physicochemical action of interrupted currents in 
relation to their therapeutic effects. W. J. TurRRELL. 
Proc. Roy. Soc. Med., Lond., 1926, xx, 103. 

Physiotherapy, its use and abuse. C. Pope. 
M. J., 1927, Xxvi, 21. 

The use of physiotherapy in general surgery. J. L. 
HoizmMan. Northwest Med., 1927, xxvi, 23. 

Co-ordinated physical therapy. W. F. Martin. 
State J. M., 1927, xxii, 570. 

Some indications for the use of physiotherapy. G. 
CLeMeENtT. J.-Lancet, 1927, xlvii, 35. 


Policlin., Rome, 1926, xxxiii, 


Wisconsin 


Texas 


MISCELLANEOUS 


Clinical Entities—General Physiological 
Conditions 


Traumatic shock. H. FE. RANDALL. J. Michigan State 
M. Soc., 1927, xxvi, 19. 
Anaphylactic phenomena and the phenomena of shock. 
G. Mittan. Presse méd., Par., 1926, xxxiv, 1575. 
Chronic trophoedema: surgical results. M. Susint and 
A. Casaus6n. Rev. especialidades, 1926, i, 474. 
Generalized sebaceous cysts simulating Recklinghausen’s 
disease. O. FERREIRA, Jr., and P. GARAubE. Brazil-méd., 


1926, xl, 343. 


Fibroma pendulum. H. GoopmMan. Med. Clin. N. Am., 
1927, X, 1043. 

A giant nevus of the dorsum in a child of 13 months. 
T. VALLINO. Rev. especialidades, 1926, i, 506. 


Symmetrical 5 eee of the extremities. J. 


Beatty. Brit. M. J., 1927, i, 14. 
A new method of cactus of chilblains. L. J. C. 
MitcuHett. Med. J. Australia, 1926, ii, 449. [433] 
The cancer peril. L. Impert. Marseille-méd., 1926, 


Ixiii, 1869. 
The present position of the cancer problem. J. MILLER. 
Canadian M. Ass. J., 1927, xvii, 16. 








462 


Some notes on cancer. VIII. W. Meyer. Med. J. & 
Rec., 1927, Cxxv, 81. 

The campaign against cancer: the anticancer center in 
Marseilles. H. Reynis. Marseille-méd., 1926, xiii, 1861. 

Trauma and sarcoma. H. B. L. Levy. Brit. M. J., 
1927, i, 98. 

Development of a tumor (fibrosarcoma) after the in- 
jection of salvarsan. H. IF. Harpirz. Lancet, 1927, ccxii, 


Ilio-abdominal amputation in a case of sarcoma; re- 
covery; pregnancy and birth of a living child. S$. S. Juprn. 
Surg., Gynec. & Obst., 1926, xliii, 668. [433] 

The cytolytic properties of the blood serum in cases of 
epithelial neoplasms. FV. FLarer. Riforma med., 1926, 
xlii, 1083. 

A cutaneous epithelioma of the neck developing at the 
site of a radiodermatitis; excessive autoplastic repair; re- 
covery. Bazy and Lataix. Bull. et mém. Soc. nat. de 
chir., 1926, lii, 1193. 

A case of cutaneous melanocarcinoma; an anatomical 
and pathological contribution. IF’. Sprctate. Policlin., 
Rome, 1926, xxxiii, sez. chir., 530. 

The carbon monoxide menace and the cancer problem. 
G. Lupen. Canadian M. Ass. J., 1927, xvii, 43. 

Malignant tumors due to industrial occupation. G. 
Icuok. Arch. de med., cirug. y especial., 1926, vii, 345. 

Roffo’s reaction in the diagnosis of cancer. M. Bratti. 
Semana mé¢d., 1926, xxxiii, 1367. 

On the nature of immunity to implanted malignant 
tumors: experimental methods and results: special pre- 
cautions required in experiments. T. Lumspen. Lancet, 
1927, ccxii, 116. 

Cancer and its treatment. R. A. Sronry. Irish J. M. 
Sc., 1926, p. 694. 

Cancer and how to fight it. Str B. Moyniman. Lancet, 
1927, CCxii, 215. 

The local and general treatment of cancer. M. SpInecit. 
Actinoterapia, 1926, v, 235. 

The Blair-Bell treatment of cancer. 
lantic M. J., 1927, xxx, 209. 

Liverpool Cancer Research Organization: the nature of 
malignant neoplasia and treatment of the disease with 
lead. W. Biatr Beti. Brit. M. J., 1926, ii, 919. [433] 

Some physicochemical and biochemical aspects of malig- 
nant neoplasms. W. C. M. Lewis. Brit. M. J., 1926, ii, 


I’. C. Woop. At- 


920. [433] 
Some pharmacological effects of lead. W. J. DILiinc. 
Brit. M. J., 1926, ii, 924. . [433] 


The action of colloidal lead on animal tumors. F. C. 
Woop. Brit. M. J., 1926, ii, 928. [433] 
Histological changes found in cancerous tissues treated 
with colloidal lead suspension. I. E. Giynn.. Brit. M. J., 
1926, ii, 928. [433] 
The clinical effects of lead in the treatment of malig- 
nant disease. L. CUNNINGHAM. Brit. M. J., 1926, ii, 931. 
4 


Some of the views and work of the Liverpool Cancer 
Research Organization. W. Briatr Beit. Brit. M. J., 
1926, li, 934. [433] 


General Bacterial, Protozoan, and Parasitic 
Infections 


The treatment of erysipelas with blood transfusion. A. 
J. Scuarrer and P. &. RorumMan. Am. J. Dis. Child., 1927, 
XXNill, 116. 


INTERNATIONAL ABSTRACT OF SURGERY 


The practice of immunization with antitetanus serum. 
C. ZoeLLER and G. Ramon. Bull. et mém. Soc. méd. d. 
hép. de Par., 1926, xlii, 1570. 

Two cases of generalized tetanus cured by serum therapy. 
H. Grenet and J. DeLarue. Bull. et mém. Soc. méd. d. 
hop. de Par., 1926, xlii, 1707. 

Rabies in Indiana. F. M. Gastineau. J. Indiana State 
M. Ass., 1927, XX, 19. 

The prevention of leprosy in Brazil. M. RANGEL. Rev. 
med.-cirurg. do Brasil, 1926, xxxiv, 442. 

Statistics of leprosy in Brazil. A. Puro. Rev. med.- 
cirurg. do Brasil, 1926, xxxiv, 445. 

The clinical significance of anhemolytic streptococci 
(viridans) in the blood stream. H.R. Miter. Med. Clin. 
N. Am., 1927, x, 861. 

Streptococcus septicemia. R. C. Casor. Boston M. & 
S. J., 1927, cxcvi, 24. 

A case of generalized staphylococcemia with perine- 
phritic abscess cured by surgical intervention and cardiac 
localization cured by vaccine therapy. C. FLanpin. Bull. 
et mém. Soc. méd. d. hép. de Par., 1926, xlii, 1698. 

A case of meningococcic septicemia. V. DE LAVERGNE 
and FE. Carrot. Bull. et mém. Soc. méd. d. hép. de Par., 
1926, xlii, 1713. 

Gonococcus and pseudo-gonococcus disease. P. 
BELLION. Presse méd., Par., 1926, xxxiv, 1386. 

Gonococcus disease as a generalized affection, its pa 
thology. H. JAuston. Presse méd., Par., 1926, xxxiv, 1457. 

A case of generalized echinococcus disease of six years’ 
duration treated by deep radiotherapy and operated upon 
four times. CHARBONNEL and Proust. Bull. et mém. 
Soc. nat. de chir., 1926, lii, 1179. 

The deviation of complement reaction in cysticercus 
disease with the use of a bovine cysticercus extract as an 
antigen. S. B. Pess6a, G. Fleury DA SILverRA, and C. 
CorrEaA. Brazil-méd., 1926, xl, 347. 

A contribution to the actinochemical treatment of 
cervical fascial actinomycosis. C. BortoLtotrri and L. 
Brunetti. Arch. ital. di chir., 1926, xvi, 461. 


Bar- 


Ductless Glands 


The internal factors concerned with growth. L. Binet. 
Presse méd., Par., 1926, xxxiv, 1621. 

Recent progress in endocrine therapy. H. J. AcuArp. 
Clin. Med. & Surg., 1927, xxxiv, 25. 


Surgical Pathology and Diagnosis 


A contribution to the study of heterotopic ossification in 
operative scars. M. Bouton. Presse méd., Par., 1926, 
XXXiV, 1434. 

A case of generalized amyloidosis without recognizable 
cause. H. Si-wer and A. F. Linppiom. Acta med. Scand., 
1926, Ixiv, 529. 

Some physicochemical properties of exudates and 
transudates. G. MELLI. Riforma med., 1926, xlii, 939. 


Experimental Surgery 


Lesions in rabbits following the intravenous injection 
of bacteria from chronic periapical dental infection. R. 
L. HapEN. Am. J. M. Sc., 1926, clxxii, 885. 

The action of emulsions of pyogenic organisms upon 
cutaneous transplants. F. P. Trnozz1. Ann. ital. di chir., 
1926, Vv, 981. 


SS ereren ea 











i 


—E 





or REE 








SUPPLEMENT 


(CANCER ConTROL) 


Ik 











CANCER CONTROL 














} 
; 
| 


CANCER CONTROL 


REPORT OF 
AN INTERNATIONAL SYMPOSIUM 
HELD UNDER THE AUSPICES 


OF THE 


AMERICAN SOCIETY FOR THE 
CONTROL OF CANCER 


LAKE MOHONK, NEW YORK, U.S. A. 


SEPTEMBER 20-24, 1926 





aE 


THE SURGICAL PUBLISHING COMPANY 
OF CHICAGO 


1927 








COPYRIGHT, 1927 
BY THE 
SURGICAL PUBLISHING COMPANY 


OF CHICAGO 














CONTENTS 


GENERAL ACCOUNT OF THE SYMPOSIUM 


te ssa ts oid or Ncw ea vk eo ee Raw Sw ae Wrre erbe ina Bom 
Se NN I or 5- 5c bo Ks ee we a oak ew eK ao oe ew eine em ame 


OPEN SESSION 
1. THE PURPOSE AND PLAN OF THE MEETING. George A. Soper, Ph.D., New York 


2. GREETING OF THE FOREIGN GUESTS ON BEHALF OF THE AMERICAN MEDICAL 
Proression. William H. Welch, M.D., Baltimore, Maryland................ 
3. RESPONSE ON BEHALF OF THE FOREIGN GUESTS. Sir John Bland-Sutton, B1., 
SL INS 55 5a Sap eon Nera wav eemaWeias vie pA ene eae x we 
(For “The Prevention of Cancer’ by James Ewrnc, M.D., presented at 
the open session of September 22, see papers of the executive sessions below.) 


EXECUTIVE SESSIONS 


4. THE VALUE OF CO-ORDINATED EFFORT AMONG SURGEONS, PATHOLOGISTS, AND 
OTHERS IN THE CONTROL OF CANCER. Sir John Bland-Sutton, Bt., London, 
Re ree ee ee re rene 

5. CANCER EDUCATION IN ENGLAND. W. Sampson Handley, F.R.C.S., London, 
IE 55d a Aes = jon ewan piatecinmaenaee lr hues Deane hwacdl mena aie teen 

6. THE ORGANIZED MOVEMENT AGAINST CANCER IN FRANCE. Professor Henri 
ES I INE 6s pa spciddosneeceedse OxbRMDTTEK SE keEeoneN 

7. THE ORGANIZATION AND PRACTICAL WORKING OF THE CENTERS AGAINST CANCER 
IN FRANCE. Professor Léon Bérard, Lyons, France.............000000 ec ceeee 

8. THe NEED OF SPECIAL INSTITUTIONS FOR THE INVESTIGATION AND TREATMENT 
OF CANCER AS COMPARED WITH OTHER METHODS OF DEALING WITH CANCER 
Patients. Professor T. Marie, Toulouse, France. ...........0000 ccc eee neces 

9. THE CAMPAIGN AGAINST CANCER IN SWITZERLAND. Professor Charles DuBois, 
I INN IIN 51 ci ph prince Lew averdiecuie ed es Rea Wis aw BA UR oleae Ae eaIe OS 

10. Morpipity STATISTICS OF THE ANTI-CANCER CENTER AT GENEVA. Dr. Albert 
Ns ER, IE oh bho: seein bards eAceusandewscmendiwawer 

11. THE ANTI-CANCER CAMPAIGN IN BELGIUM. Professor J. Maisin, Louvain, Belgium 

12. CANCER IN DENMARK. Professor Johannes Fibiger, Copenhagen, Denmark...... 

13. THE MOVEMENT IN ITALY FOR THE CONTROL OF CANCER. Professor Raffaele 
ee eer Oe ee re rer em er ey oe 


22 


31 


39 


47 


60 


66 
68 
77 


87 








vi CANCER CONTROL 
14. THE ORGANIZED MOVEMENT FOR CANCER CONTROL IN GERMANY. Professor 
Ferdinand Blumenthal, Berlin, Germany..........0.0000 000 ccc eens 
15. CANCER OF THE StomAcH. Donald C. Balfour, M.D., Rochester, Minnesota... . 
16. THe RapioLocicAL TREATMENT OF CANCER. Robert B. Greenough, M.D., 
SUSI MEE REINER a aig p ginlate sian ts a Sida eS aia aaa ROS 
17. Wuat Is THE VALUE AND WHAT SHOULD BE THE ORGANIZATION AND EQUIPMENT 
OF INSTITUTIONS FOR THE TREATMENT OF CANCER BY RADIUM AND X-RAys. 
Professor Claude Regaud, Paris, Prance.... 0.026. cc cic eeecesentatesenens 
18. THe Work OF DIAGNOSING AND TREATING CANCER IN GERMANY. Dr. Robert 
DT ACR, TEE SG OMIGIY ooo oko 8 cba ee HAA ESR yO SAAD CORA 
19. THE ORGANIZED MOVEMENT FOR THE CONTROL OF CANCER IN AMERICA. George 
ec a ee, OP I I a ioe oid eh a DRS Mane a Swede SR aR ONT 
20. THe EvipeNce OF THE VALUE OF EDUCATION IN THE CONTROL OF CANCER. 
Joseph Colt Bloodgood, M.D., Baltimore, Maryland... ........0.0000.00 00000004 
21. THe PREVENTION OF CANCER. James Ewing, M.D., New York City............ 
22. How We SHoutp REGARD THE NEW THEORIES OF THE ORIGIN OF CANCER. 
Prajessor Gustave Roussy, Fiarss, VVGKb. 06. <5 ios coisa aasweisis oewsaa sw 
23. Tue TISSUE AND RACIAL SPECIFICITIES OF CANCER. Dr. J. A. Murray, F.R.S., 
UNI URINE etc oa ante eee eg aE og ay ch iar aac’ Sah eyoore Va) aaviNd eshapselostosxs 
24. THE CLINICAL VALUE OF CERTAIN PHASES OF CANCER RESEARCH. Francis Carter 
es eg ee IS ME. os Si lea wine eres ple ee S1h 68 rears ncouerere a isrwieine ceo 
25. THe PRACTICAL VALUE OF RESEARCHES INTO THE CAUSES OF CANCER. Dr. 
Archibald Lesich, London, Eagand . o.oo c ie cc csc bodes escedae tins e sens 
26. THe PREVALENCE OF CANCER AS REVEALED BY MorTALITY RETURNS AND AT 
Autopsy. Professor W. M. de Vries, Amsterdam, Holland................... 
27. THe MorrtaLity FROM CANCER AMONG PEOPLE OF DIFFERENT Races. Dr. H. J. 
pecan, Corodemann. TIGNES «5 5 cc 5s oo ac boo ae wai wy ede eee de saere 
’ g 
28. THe CHANCE OF DEATH FROM CANCER. Louis I. Dublin, Ph.D., New York City. 
29. CANCER AS A SPECIALTY. George H. Semken, M.D., New York City............. 
30. NEWSPAPER PUBLICITY IN THE CONTROL OF CANCER. Harry C. Sallzslein, M.D., 
ET Re OER Pe i ree EEC REE RP So ON as, BIO EE oSPa eee 
31. Tut RELATION OF THE GENERAL PRACTITIONER TO THE CANCER PROBLEM. 
Moward Ishenthal, MD... New York Ciby. ...0. osc c cc cies sdacasaveseeews 
32. Proressor W. Bair BELL’s METHOD OF TREATING CANCER. Francis Carter 
BODE, Ee, ION UN BORO: oe coos orale 0.9 alerted g 015 258 SA we Wi oS Rid aie Biwiaante was 
FORMAL RESOLUTIONS 
FORMAL RESOLUTIONS PASSED BY THE SYMPOSIUM...........0.0 0000 cece ceseceees 
Ps SO URINE a gh prea 2d oo bes pices oes dans ao Cena aera se alehs laut a GEREN 


93 


103 


108 


116 


141 


145 


- 
wn 
Ww 


+ 
a 
mn 


185 


195 


201 


208 


217 


247 


274 


281 


2909 


308 


318 


327 
335 

















+ 
EUROPEAN GUESTS AT THE MOHONK SYMPOSIUM 


PROFESSOR RAFFAELE BASTIANELLI, Rome, Italy 
Associate Professor of Surgery, University of Rome 
Vice-President of the Italian League for the Control of Cancer 
Proressor LEON BERARD, Lyons, France 
Director of the Anti-Cancer Center at Lyons 
Professor of Surgery, University of Lyons 
Dr. Ropert Brericu, Hamburg, Germany 
Director of the Institute for Cancer Control at Hamburg 
Lecturer on Cancer Research, Hamburg University 
Sir JoHN BLANnp-Sutton, Br., London, England 
President of the Royal College of Surgeons 
Vice-Chairman of the British Empire Cancer Campaign 
PROFESSOR FERDINAND BLUMENTHAL, Berlin, Germany 
Director of the Cancer Institute at Berlin 
Professor of Internal Medicine, University of Berlin — - 
Proressor H. T. DeeELMAN, Groningen, Holland 
Director of the Institute of Pathology and Pathologic Anatomy 
Professor of Pathology, University of Groningen 
PROFESSOR WILLIAM DEVRIES, Amsterdam, Holland 
President of the Netherlands Cancer Institute 
Professor of Pathologic Anatomy, University of Amsterdam 
Mr. W. Sampson HANDLEY, F.R.C.S., London, England 
Surgeon to the Middlesex Hospital; Professor of Surgery and Pathology, Royal 
College of Surgeons of England 
PROFESSOR HENRI HARTMANN, Paris, France 
Professor of Surgery, University of Paris 
Director of the Anti-Cancer Center at the Hétel Dieu, Paris 
Dr. ARCHIBALD Leitcu, London, England 
Director of the Cancer Hospital Research Institute 
Proressor J. MAtsin, Louvain, Belgium 
Director of the Cancer Institute of the University of Louvain 
Professor at the University of Louvain 
Proressor T. Marte, Toulouse, France 
Professor at the Medical College of the University of Toulouse 
Director of the Anti-Cancer Center at Toulouse 
Dr. James A. Murray, London, England 
Fellow of the Royal Society; Director of the Imperial Cancer Research Fund 
Dr. CLAUDE REGAUD, Paris, France 
Director of the Pasteur Laboratory of the Radium Institute 
Dr. ALBERT REVERDIN, Geneva, Switzerland 
General Secretarv and Treasurer of the Anti-Cancer Center of Geneva 
Member of the 5\,.3s A,ti-Cancer League 
PROFESSOR GUSTAVE Rouss., Paris, France 
Professor at the Medical School of the University of Paris 
Director of the Institute for Research and Treatment of Cancer at Villejuif 
(Suburban Paris) 
Vii 








Viii 


Dr. 


Dr. 


Dr. 


Dr. 


Dr. 


Dr. 


Dr. 


Dr. 


Dr. 


CANCER CONTROL 


AMERICAN GUESTS AT THE MOHONK SYMPOSIUM 


FRANK Apatr, New York City 
Associate Attending Surgeon, Memorial Hospital 
Assistant Surgeon, Hospital for the Ruptured and Crippled 


R. J. Benan, Pittsburgh, Pennsylvania 
Surgeon to St. Joseph’s Hospital; Director of Cancer Department, Pittsburgh 
Skin and Cancer Foundation 


HERBERT M. BERGAMINI, New York City 
Assistant Visiting Surgeon, Reconstruction and Bellevue Hospitals 


Josreru C. BLoopcoop, Baltimore, Maryland 
Associate Professor of Clinical Surgery, Johns Hopkins University School of 
Medicine 


WILLIAM BorDEN, Washington, D. C. 
Professor of Surgery and Dean of Medical Department, George Washington Uni- 
versity; Surgeon-in-Chief, George Washington Hospital 


James T. Case, Battle Creek, Michigan 
Professor of Roentgenology, Northwestern University Medical School 
Director, Roentgenological Department, Battle Creek Sanitarium 


H. R. Cuartron, Bronxville, New York 
Adjunct Assistant Surgeon, Woman’s Hospital, New York City 
Attending Obstetrician, Lawrence Hospital, Bronxville, New York 


Frep E. CLow, Wolfeboro, New Hampshire 
Medical Director, Huggins Hospital 


W. B. Correy, San Francisco, California 
Chief Surgeon, Southern Pacific Hospital, San Francisco; Surgeon to St. Francis’ 
Hospital 


Hon. Birp S. CoLer, New York City 


Dr. 


Dr. 


Dr. 


Dr. 


Dr. 


Dr. 


Commissioner of Public Welfare, New York City 


WiiitaMm B. Corey, New York City 
Professor of Clinical Cancer Research Cornell University Medical School; At- 
tending Surgeon, Memorial Hospital 


Mary M. Crawrorp, New York City 
Attending Physician, Booth Memorial Hospital, New York City 
Medical Director, Federal] Reserve Bank 


AnpreE Crotti, Columbus, Ohio 
Surgeon-in-Chief, White Cross Hospital; Chief of Columbus Free Cancer Clinic 
BowMAN CROWELL, Chicago 


Associate Director, American College of Surgeons, Chicago 
Director of Clinical Research, American College of Surgeons 


S. J. CrumBine, New York City 
Managing Director, American Child Health Association 


WittiaM E. Deeks, New York City 
General Manager, Medical Department of United Fruit Company 


TR E> 














Dr. 


Dr. 


Dr. 


Dr. 


Dr. 


Dr. 


Dr. 


Dr. 





AMERICAN GUESTS AT THE MOHONK SYMPOSIUM ix 


. R. S. Dinsmore, Cleveland, Ohio 
Surgical Staff, Cleveland Clinic 


Louis I. Dustin, New York City 
Statistician, Metropolitan Life Insurance Company 


. HERBERT DuCret, Brooklyn, New York 
Visiting Surgeon, Cumberland Hospital; Assistant Visiting Surgeon, Peck Memo- 
rial Hospital 


Epwin C. Ernst, St. Louis, Missouri 
Radiologist, Barnard Free Skin and Cancer Hospital, St. Louis 
President-Elect, Radiologic Society of North America 


James Ewinc, New York City 
Professor of Pathology, Cornell University Medical School 
Director of Memorial Hospital 


K. GrorcE FAK, New York City 
Director of Harriman Research Laboratory, Roosevelt Hospital 


Louts H. Fi1cMAn, Helena, Montana 
Attending Internist, St. Peter’s Hospital, St. John’s Hospital, and United States 
Veterans’ Bureau 


F. E. GENDREAU, Montreal, Quebec 
Professor of Radiology, University of Montreal; Director of the Radium Institute 
and Cancer Institute of the University of Montreal 


. Wit11AM P. Graves, Boston, Massachusetts 
Professor of Gynecology, Harvard University Medical School 
Surgeon-in-Chief, Free Hospital for Women, Brookline, Massachusetts 


. D. Crospy GREENE, Boston, Massachusetts 
Laryngologist, Massachusetts General Hospital, Boston 
Surgeon, Boston Children’s Hospital 


. RoBert B. GREENOUGH, Boston, Massachusetts 
Assistant Professor of Surgery, Harvard University; Director of Huntington 
Memorial Hospital 


. Cuar Es J. Hastincs, Toronto, Canada 
Medical Officer of Health, Toronto 


. Wittram P. HEAty, New York City 
Attending Gynecologist, Memorial Hospital 
Junior Gynecologist, Roosevelt Hospital 
. LESTER HOLLANDER, Pittsburgh, Pennsylvania 
Medical Director, Pittsburgh Skin and Cancer Foundation 
. Joun S. Horstey, Richmond, Virginia 
Surgeon-in-Charge, St. Elizabeth’s Hospital, Richmond 
President of Virginia State Medical Association 
Orto V. HurrMAn, Mt. Kisco, New York 
Consulting Physician, North Westchester Hospital 
Eis KELLERT, Schenectady, New York 
Director, Ellis Hospital Laboratory 
ALson R. Kitcore, San Francisco, California 
Assistant Visiting Surgeon, San Francisco Hospital 
Instructor in Surgery, University of California Medical School 








Dr. 


Dr. 


Mr. 


Dr. 


Dr. 


Dr. 


Dr. 
Dr. 


Dr. 


Dr. 


Dr. 


Dr. 


Mr. 


Dr. 


Dr. 


Dr. 


Dr. 


Dr. 


CANCER CONTROL 


Epwarp B. KrumBnaar, Philadelphia, Pennsylvania 

Director of Laboratories, Philadelphia General Hospital 

Everett S. Lain, Oklahoma City, Oklahoma 

Professor of Dermatology and Radiotherapy, University of Oklahoma School of 
Medicine; Consultant Staff, St. Anthony’s Hospital, Wesley Hospital and Okla- 
homa General Hospital 

Curtis E. LAKEMAN, New York City 

Assistant Director, Joint Committee on Methods of Preventing Delinquency 
Heinz LANGER, Pittsburgh, Pennsylvania 

Director of Roentgenotherapy and Physiotherapy, The Western Pennsylvania 
Hospital 

Burton J. Ler, New York City 

Clinical Professor of Surgery, Cornell University Medical School 

Attending Surgeon, Memorial Hospital 

Maurice Lenz, New York City 

Attending Radiotherapist, Montefiore Hospital; Associate Radiotherapist, Mount 
Sinai Hospital 

I. D. Le Roy, Pleasant Valley, New York 

Eise S. L’EspeERANCE, New York City 

Assistant Professor of Pathology, Cornell University Medical School 

Serologist, Memorial Hospital 

Isaac Levin, New York City 

Director, New York City Cancer Institute 

Professor of Cancer Research, New York University Medical School 

FieLpInG O. Lewis, Philadelphia, Pennsylvania 

Professor of Laryngology, Jefferson Medical College 

Otolaryngologist to Radiological Department, Philadelphia General Hospital 


Howarpb LILIeENTHAL, New York City 

Professor of Clinical Surgery, Cornell University Medical School 
Consulting Surgeon, Mount Sinai and Bellevue Hospitals 
Jennincs C. LitzENBERG, Minneapolis, Minnesota 

Professor of Gynecology and Obstetrics, University of Minnesota 
Victor LoGaN, New York City 

Fourth Year Medical Student, Johns Hopkins University 


H. L. Lomparp, Boston, Massachusetts 
Epidemiologist, Cancer Section, Massachusetts Department of Public Health 


Le Roy Lone, Oklahoma City, Oklahoma 
Dean and Professor of Surgery, University of Oklahoma School of Medicine 


WitiiAM C. MacCarty, Rochester, Minnesota 
Chief of Section of Bio-Pathology and Diagnosis, Mayo Clinic 


Warp J. MacNEAL, New York City 
Director of Department of Laboratories, New York Post-Graduate Medical School 
and Hospital 


CuHar es L. Martin, Dallas, Texas 


Assistant Professor of Roentgenology, Baylor College 


UI MRAATOR 


Dr. 


Dr. 


Dr. 


Dr. 


Dr. 


Dr. 


Dr. 


Dr. 


Dr. 


Dr. 


Dr. 


Dr. 


Dr. 


Dr. 


Dr. 


Dr. 





AMERICAN GUESTS AT THE MOHONK SYMPOSIUM xl 


Ernst A. May, Newark, New Jersey 

Director, Metcalf {nstitute for Radiotherapy, Orange, New Jersey 

Attending Roentgenologist, Sea View Tuberculosis Hospital of the City of New 
York 


CHARLES H. Mayo, Rochester, Minnesota 
Professor of Surgery, University of Minnesota Medical School 
Surgeon, St. Mary’s Hospital and Mayo Clinic 


P. E. McSweeney, Burlington, Vermont 
Professor of Obstetrics and Gynecology, University of Vermont Medical School; 
Attending Surgeon, Mary Fletcher and DeGoesbriand Hospitals 


Witty Meyer, New York City 
Professor Emeritus of Surgery, New York Post-Graduate Medical School and 
Hospital; Consulting Surgeon, New York Skin and Cancer Hospital 


ARTHUR H. Morse, New Haven, Connecticut 
Obstetrician and Gynecologist-in-Chief, New Haven Hospital and Dispensary 


James B. Murpnuy, New York City 
Director of Department of Biophysics, Rockerfeller Institute for Medical Re- 
search 


Joun J. Morton, Rochester, New York 
Professor of Surgery, University of Rochester School of Medicine and Dentistry; 
Surgeon, Strong Memorial Hospital 


WILi1AM NEILL, Jr., Baltimore, Maryland. 
Associate Professor of Surgery, Howard A. Kelly Hospital 


O. L. Norswortuy, Houston, Texas 

Member of Committee on the Study of Cancer for the State Medical Association 
of Texas 

Tuomas Orpway, Albany, New York 

Dean and Associate Professor of Medicine, Albany Medical School 

Attending Physician, Albany Hospital 

ANNA C. PALMER, Milton, Massachusetts 

Cancer and Narcotic Adviser to the Department of Public Health of the General 
Federation of Women’s Clubs 


James T. Pitcuer, Brooklyn, New York 

Attending Surgeon, Brooklyn State and Unity Hospitals 

Visiting Surgeon, Peck Memorial, Eastern Long Island, and St. Bartholomew’s 
Hospitals 

ALEXANDER Primrose, Toronto, Canada 


Professor of Clinical Surgery, Toronto University Medical School 
Surgeon to Toronto General Hospital 


Dovuctas Quick, New York City 
Attending Surgeon, Memorial Hospital 


C. I. Reprietp, Middletown, New York 

Surgeon to Thrall Hospital, Middletown; Consulting Surgeon, Middletown 
Sanitarium 

Harry C. SAttzstEIN, Detroit, Michigan 

Director of Cancer Clinic, Harper Hospital 








xii 


Dr. 


Dr. 


Dr. 


Dr. 


CANCER CONTROL 


Joun A. Sampson, Albany, New York 
Professor of Gynecology, Albany Medical College 


Josepu W. ScHERESCHEWSKY, Boston, Massachusetts 

Assistant Surgeon-General, United States Public Health Service 
Surgeon-in-Charge of Field Investigations of Cancer 

GrorGE H. SEMKEN, New York City 

Attending Surgeon, New York Skin and Cancer Hospital 

Consulting Surgeon, Institute of Cancer Research, Columbia University 


Burton T. Simpson, Buffalo, New York 
Director, New York State Institute for the Study of Malignant Diseases 


Miss Maup S yr, Chicago 


Dr. 


Dr. 


Dr. 


Dr. 


Dr. 


Dr. 


Dr 


Dr. 


Dr. 


Dr. 


Dr. 


Assistant Professor of Pathology, University of Chicago Medical School 
Fellow of Sprague Memorial Institute for Medical Research 


Erwin F. Smitru, Washington, D. C. 
Pathologist-in-Charge, Laboratory of Plant Pathology, United States Department 
of Agriculture 


G. M. Smirn, Waterbury, Connecticut 
Visiting Surgeon to Waterbury Hospital 


RICHARD R. SmirH, Grand Rapids, Michigan. 
Surgeon to Grand Rapids Clinic 


GrorcE A. Soper, New York City 
Managing Director, American Society for the Control of Cancer 


Rotun H. STEVENS, Detroit, Michigan 

Dermatologist and Roentgenologist, Grace Hospital 

Associate Professor of Dermatology and Assistant Professor of Roentgenology, 
Detroit College of Medicine 

Wix.iaM S. SToNE, New York City 

Clinical Director, Memorial Hospital 

A. C. STRACHAUER, Minneapolis 

Chief of Department of Surgery, and Director of Memorial Cancer Institute, 
University of Minnesota 

Howarp C. Taytor, New York City 

Professor of Clinical Gynecology, College of Physicians and Surgeons, New York 
City 

President, American Society for the Control of Cancer 

FREDERICK J. TEES, Montreal, Canada 

Associate Surgeon, Montreal General Hospital; Lecturer in Surgery, McGill 
University 

MartTIN B. TINnKER, Ithaca, New York 

Visiting Surgeon to Ithaca General Hospital; formerly Assistant Professor of 
Surgery, Cornell University Medical School 

PHILEMON E. TRUESDALE, Fall River, Massachusetts 

Director of the Earle P. Charlton Surgery and Laboratories of Fall River 


. SHIELDS WARREN, Boston, Massachusetts 


Pathologist, Palmer Memorial Hospital, Boston; Instructor in Pathology, Harvard 
University School of Medicine 


Dr. 


Dr. 


Dr. 


Dr. 


Dr. 


Dr. 


Dr. 


Dr. 





AMERICAN GUESTS AT THE MOHONK SYMPOSIUM xiii 


J. E. Weeks, New York City 

Consulting Surgeon, New York Eye and Ear Infirmary; Professor Emeritus, 
University and Bellevue Hospital School of Medicine 

Witii1am H. WE ca, Baltimore, Maryland 


Director of the School of Hygiene and Public Health; Head of Department of 
Bacteriology and Immunology, Johns Hopkins University School of Medicine 


J. Ratston WELLS, Philadelphia, Pennsylvania 

Professor of Surgery, Women’s Medical College of Pennsylvania 

Assistant Surgeon, Radiological Department, Philadelphia General Hospital 
Instructor in Cancer Surgery, Postgraduate School of the University of Pennsyl- 
vania 

Joun Roy WeEstAsy, Madison, South Dakota 

A Managing Director of the New Madison Hospital; Member of Surgical Staff 


Otis B. Wicut, Portland, Oregon 
Assistant Professor of Gynecology, University of Oregon School of Medicine 


Witt1AM F. Wixp, New York City 

Field Representative, American Society for the Control of Cancer 

Witi1AM H. Woctom, New York City : 

Associate Professor of Cancer Research, Columbia University 

Francis C. Woop, New York City 

Professor of Clinical Pathology and Director of Institute of Cancer Research, 
Columbia University 








The cost of publishing this Report is borne 
by the Harry M. Lasker Memorial Fund 


dg 


GENERAL ACCOUNT OF THE 
SYMPOSIUM 


HE International Symposium on Cancer Control, held under the auspices 

of the American Society for the Control of Cancer at Lake Mohonk, New 

York, September 20 to 24, 1926, was for the purpose of considering the pre- 
vention and cure of cancer from a practical standpoint, and of expressing in con- 
cise language the fundamental groundwork of fact and opinion upon which the 
collective effort now being made in the United States and other countries for the 
control of cancer should be continued and extended. 

It was believed that there were many things which physicians and surgeons 
could agree upon and that, if these agreements could be expressed in simple, con- 
cise language, the results would be of much value. 

THE CALL FOR THE MEETING 

The preliminary announcements and invitations were sent out in May, 1926, 
although the feasibility and desirability of presenting the Symposium had been 
discussed with many of those who were expected to attend more than a year before 
the meeting took place. 

The notice calling for the meeting stated that the need of bringing about the 
Symposium had arisen from the seriousness of the cancer problem. According to 
statistics issued by the United States Census Bureau, 1 in every 1o adults now living 
in the United States is destined to die of cancer. Between the ages of 45 and 65, 
1 in every 5 deaths among women is due to this disease. Cancer is now a greater 
menace to adult life than tuberculosis and its death rate is rapidly increasing. 

Cancer is in many respects a unique disease. Against it no sanitary or public 
health measures have had any effect. It has not been affected by preventive meas- 
ures such as have been employed against infectious diseases. The upbuilding 
of bodily health and the improvement of social and economic conditions are in- 
capable of reducing its prevalence. There is no example of the successful control of 
any other disease which affords any prospect of success if employed in a campaign 
against cancer. 

The only effective measures which offer any promise are personal ones. People 
must learn the symptoms and apply to competent physicians upon the first sus- 
picion of the presence of cancer. On their part physicians must give prompt and 
skilful attention to the patients who come to them. Otherwise, practically every 
case must prove fatal. 








2 CANCER CONTROL 


It appears that the direction in which efforts can most hopefully be employed 
to cope with the scourge of cancer is through education. Apparently there 
should be: (1) a widespread campaign to teach the public what everyone should 
know about cancer; (2) a dissemination among the practitioners of medicine of 
information that would help them in diagnosing and treating the cases which 
come to them; (3) adequate hospital provision for the care of curable and incur- 
able cancer patients; and (4) continued research into the cause, prevention, and 
cure of cancer. 

The organized efforts made throughout the United States for the past 12 years, 
under the leadership of the American Society for the Control of Cancer, have been 
based upon these principles. There appears to be substantial agreement that they 
are the soundest which present scientific knowledge permits. Opinions differ, 
however, as to the detailed procedures which ought to be employed in carrying 
the principles into effect. 

The announcement declared that the meeting was to discuss not only the 
principles but the most effective methods of applying them in a practical way. 
The experience gained in different countries would be reviewed. By bringing the 
best information and wisest judgment anywhere obtainable to bear upon this 
question, it was hoped that substantial improvements in the methods for the 
control of cancer could be accomplished. 


THE MEETING PLACE 


The meeting was held September 20 to 24, 1926, at the Lake Mohonk Moun- 
tain House, Lake Mohonk, Ulster County, New York. Mohonk is about 75 
miles north of New York City. The place is well known for the many meetings on 
humanitarian and philanthropic subjects which have been held there. Among 
these were the Annual Conferences on the Indian and Other Dependent Peoples, 
begun in 1883, and the Conferences on International Arbitration, begun in 1895, 
with the object of perfecting the mechanism of arbitration and adapting it for the 
settlement of international differences. These annual meetings ceased at the time 
of the World War. 

The hotel accommodates about 400 persons and is beautifully situated in the 
midst of an estate of over 6,000 acres, with about 70 miles of road and 25 miles of 
picturesque and rugged mountain trails. 

The total number of persons officially present was 109; of these, 16 came from 
the principal countries of Europe. The names of all who were present will be found 
elsewhere in this account. 

The Europeans were guests of the Society. They were met on the arrival of 
their ships and escorted to the Hotel Roosevelt in New York City, where they 
stayed until the morning of September 20. Through the courtesy of the United 
States Department of State the freedom of the port was extended to all the visitors. 
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Various hospitalities were offered by individuals and clubs in New York City. 
The Society entertained its guests at dinner on the evening of September 19, and 
assisted them in seeing the principal points of interest in and about New York 
City before and after their stay at Mohonk. 

On the morning of September 20, the European guests with about an equal 
number of Americans, chiefly members of the Society’s Executive Committee, 
were escorted to Mohonk. Through the courtesy of Mr. Vincent Astor, the yacht 
Nourmahal was used to go up the Hudson from New York City to Bear Mountain, 
a distance of 45 miles. Luncheon was served at Bear Mountain, after which the 
party was taken by automobiles, headed by New York State Police, to West 
Point. At West Point the cadets were paraded, through the courtesy of Major 
General Stuart, Commandant of the Post, Lieut. Colonel Hodges, in command of 
the Cadets; and Colonel Ashforth of the United States Medical Department. 
After the parade the journey was continued by motor to Mohonk. 

The program of the Symposium included formal ceremonies on Monday 
evening followed by executive meetings on the morning and afternoon of Tuesday, 
Wednesday, and Thursday. There was a meeting open to all the guests of the 
hotel on Wednesday evening. 

The two general meetings were presided over by Dr. Taylor, president of the 
American Society for the Control of Cancer. The executive sessions were under 
the chairmanship of two of the principal officers of the Society, Dr. Francis Carter 
Wood, vice-president, and Dr. Robert B. Greenough chairman of the Advisory 
Council. 

At the beginning of the Symposium it was announced that a committee had 
been appointed consisting of Professors Hartmann, Deelman, Blumenthal, 
Handley, and Dr. Soper, to whom all resolutions or other action proposed to be 
taken in the name of the Symposium should be referred in advance of a general 
vote. Three propositions for formal action were brought up and referred to this 
committee, discussed by them, reported back and, after discussion by the whole 
Symposium, passed. 

After the Symposium, the party returned to New York in a special car attached 
to a fast train on the New York Central Railroad. On Friday evening a dinner 
was held at the Hotel Astor in honor of the foreign guests at which 228 prominent 
physicians were present by invitation of the Society. This function concluded 
the official ceremonies connected with the Symposium. 


























OPEN SESSION 


Monday Evening—8:00 O’Clock 


The first meeting of the Symposium was open to all the guests of the 
hotel. There was an invocation by Dr. Edward Dwight Eaton, of Welles- 
ley, Massachusetts, followed by addresses by Drs. Taylor, Soper, Welch, and 
Sir John Bland-Sutton. 


THE MEETING CALLED TO ORDER 


PRESIDENT HOWARD CANNING TayLor, M.D., New York City: There is no 
subject in the field of medicine that is more important to all of us than that of 
cancer. It is a subject about which a great deal is known. I don’t know any 
subject in medicine about which so much is known that is not made use of. 

Something over a year ago, it was decided to hold this Symposium and it was 
our intention to bring together the most eminent men who were working on the 
different phases of the cancer problem in all the countries in the world. I think we 
have succeeded in bringing together such a group of men, and on behalf of the 
American Society for the Control of Cancer I wish to welcome the men who have 
come from such a long distance to make this meeting a succeess. 

The man who has been responsible for arranging this meeting is Dr. George 
A. Soper, and I will ask him to speak on the plan and scope of the meeting. 


THE PURPOSE AND PLAN OF THE MEETING 


By GEORGE A. SOPER, Ph.D., New York City 


HIS meeting may be looked upon as affording an answer to the question: 
What is the world doing to control cancer? 

There are here gathered together from the principal countries of the 
civilized globe persons of high standing in the professions of surgery, pathology, 
bacteriology, physiological chemistry, epidemiology, and radiology. There are 
educators and publicists. There are physicians who occupy professorial chairs 
in twenty universities. There are directors of institutes devoted exclusively to 
cancer research. And there are men and women who do not belong to any pro- 
fession but whose hearts and minds have none the less been nobly dedicated to the 
relief of suffering and the prevention of death from this terrible malady. 
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The world does not contain higher medical authorities than are present at this 
meeting and it is not too much to say that a more distinguished group of students 
of the cancer problem has never been convened. 

There is one element in the cancer problem which is not actively represented. 
It is a most important group but, through unavoidable circumstances, it could not 
be present. I speak of the general public. 

The general public is not here to take the initiative in discussing anything at 
this meeting, but provision has been made whereby it will learn all that is going on 
and there is no doubt that there will be abundant discussion elsewhere. 

The general public will learn through the newspapers the essential facts and in 
thousands of homes in this and other countries the news of the Mohonk Cancer 
Meeting will be a subject of vital interest. 


HOW THE MEETING CAME TO BE HELD 


You may be interested to know how the meeting came to be held. For thirteen 
years the American Society for the Control of Cancer has been carrying on a cam- 
paign of education throughout the United States and Canada designed to give the 
public and the medical profession the latest and most helpful facts which could 
be used to save lives and suffering from cancer. It has critically reviewed the work 
which it has done. It has carefully studied the methods and results of other or- 
ganizations in the same field, wherever they were to be found. This led to the feel- 
ing that it would be mutually helpful if a better understanding could be had in 
every country of the work for the control of cancer in the others and it was thought 
that the best way to accomplish this mutual understanding was to bring together 
as many as possible of the principal workers in cancer control. 

It was originally intended that the total number of persons present at the 
Symposium should be about fifty. It was to be an informal, confidential meeting 
such as might occur among doctors anywhere. The restrictions imposed upon a 
perfectly free expression of ideas by the parliamentary machinery necessarily em- 
ployed for the orderly conduct of large conventions and congresses were to be 
avoided. 

In the beginning t here was no thought that a great deal of publicity would be 
attached to this meeting. The idea has grown. Now, the number of persons in 
attendance is fixed only by the capacity of the hotel. 

The daily press has shown a lively interest in the occasion. Newspaper editors 
have said that if reporters were not admitted, they would feel compelled to take 
such other measures as might be open to them to get accounts of the proceedings— 
so great is the public interest in cancer and in this meeting at the present time. 

It may be remarked in passing that there is not the slightest objection to the 
presence of reporters at the open sessions of the Symposium and that they will be 
given full information about the whole meeting, reliance being placed upon their 
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intelligence, skill, and integrity to give the public a straightforward account. 
There is no medium of public education comparable with the daily paper and I can 
say on behalf of every person present at the Symposium that while nobody con- 
nected with it will seek to be quoted or to have his individual views promoted, 
there will be no attempt to conceal what is done, thought, or said on any topic 
which has to do with the prevention or cure of cancer. 

And here, as elsewhere, it is well to make one point perfectly clear. It is not 
the knowledge or method of treatment exclusively held or practiced by one person, 
however eminent or successful he may be represented to be, upon which the 
public should put reliance, but upon that accumulation of fact and opinion which 
the foremost men in the profession possess. Men rise to eminence in the medical 
profession, as in pure science, by reason of intellectual fitness and character, as 
recognized by professional associates. 

There have been other meetings, some of them international, on the subject 
of cancer. Some have been valuable, some have led to disappointment. Never 
before has a meeting of the scope and purpose of this one been held. For its object 
is not to announce discoveries, not to discuss ultrascientific points, not to debate 
tenuous theories nor to report unusual cases, but to take stock of the useful knowl- 
edge which exists concerning cancer and the practical ways in which this informa- 
tion can be turned to the greatest possible account. That there will be a certain 
amount of discussion of theory and opinion and that scientific refinements will 
enter into some of the arguments, is to be expected; but this is not the primary 
object of the gathering. 

The meeting is intended to have a distinctly practical color. If the large, im- 
portant facts about cancer and its proper treatment, and the sound working 
opinions upon which all well informed students of the subject can agree, can be 
formulated in such clear and simple language that everyone who reads can under- 
stand them, the public will be grateful and much needless suffering, not to say loss 
of life, will be prevented. The public sorely wants instruction and advice on the 
subject of cancer and, failing to get the genuine, it readily accepts the counterfeit. 
Ignorance, superstition and quackery nowhere cause greater misery. It is to be 
hoped that the meeting will produce some such statement. 


STATUS OF THOSE PRESENT 


It is to be noted that among those present there are few who come as delegates. 
Each has been invited in his individual capacity. He comes because of his personal 
distinction in some part of the field of cancer control. 

Exception has been made in one particular. The American Society for the 
Control of Cancer was brought into existence by a number of organizations of 
surgeons and research workers, and it has been thought fitting that each of these 
founder societies should be invited to send delegates to represent it officially. 








CANCER CONTROL 


In another sense we may look upon all of those present as delegates, for they 
will faithfully report the things which are thought and done in the many countries 
and parts of the countries from which they come. They will say how their prob- 
lems look from their points of view. They will describe details of their work which 
they would never think it worth while to put in print. 

This interchange will be valuable to the extent that it is free and cordial. In 
spite of the familiar saying that ‘‘the world is very small,” those who have trav- 
eled a good deal know that we live in a very large world, and that there are many 
ways of doing almost everything. So long as people speak different tongues 
they will think different thoughts and act in different ways. It is not only inter- 
esting, it is stimulating and instructive to observe these differences. It makes our 
tasks much easier. 

Beyond this, the meeting is not to be looked upon as international. Rather, 
it has seemed desirable that it should be oblivious of all political, racial and 
sociological distinctions. 


SCOPE OF TOPICS TO BE CONSIDERED 


During the course of the meeting reports will be presented on practically every 
phase of the cancer problem. The prevention and cure of cancer will be discussed. 
The prevalence of the disease and the question whether cancer is increasing will 
receive consideration. The value of radium and X-rays and surgery as methods of 
treatment will be discussed. Histological and serological methods of diagnosis will 
be compared with other methods. 

Of paramount importance will be the consideration given to the administra- 
tive procedures which should be employed in order that those who are in need 
of medical attention can get it in time. This is indicated by the titles of the re- 
ports which are listed on the program. Out of the 27 papers which will be read, 
15 are upon the general topic of organized campaigns against cancer, 8 have to do 
with research, and only 4 with treatment. 


ESSENTIALS OF THE FIGHT AGAINST CANCER 


That civilization must wage a relentless war against cancer admits of no ques- 
tion. It is but too apparent to every intelligent person that the barriers which 
society has erected against this plague are inadequate. Think of it! According to 
our best statistics, more than 1 in 10 of all the deaths which occur among our 
men and women are due to cancer. 

Among men between 55 and 70, at least 1 in 8 deaths is caused by cancer. Of all 
the women who die between 45 and 65, not less than 1 in 5 dies of cancer. The 
aggregate loss of life is appalling. Considering its continual prevalence and fatal- 
ity, the world has never known such a plague. And the money which is being spent 
in order to understand the causation and to stop its fearful ravages is trifling. 
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More money is needed for laboratories, for hospitals, for research workers, and for 
the educational organizations which are striving to guide the thoughts and actions 
of the public aright on this difficult subject. More money is needed—a great deal 
more. The Symposium can scarcely fail to declare the need of a more vigorous, a 
more concerted warfare against cancer. The very fact that it is being held is a call 
to arms. 

So far as can be seen at this time, the control of cancer is a problem which looks 
for solution to an informed medical profession, to an enlightened public, to the 
philanthropist of clear and generous vision, to the painstaking student, to the 
courageous patient. Much information is needed before the disease can be sup- 
pressed, but there is enough well established fact and sound working opinion in 
existence to save many lives. This is not a problem which can wait until we get a 
complete solution, if ever that can be found. We must make the most of what we 
have. 

Inasmuch as no war can be waged successfully by individuals working in- 
dependently, so the campaign against cancer calls for team play—team play, in 
fact, of a particularly high and effective type. ‘To save lives from cancer re- 
quires the fullest possible use of the best skill which is obtainable. Cancer is 
not a disease to temporize with. Delay in obtaining proper treatment is not 
merely dangerous; it is usually fatal. In early and proper treatment lies the hope 
of cure. 

The methods now employed in the treatment of cancer are in many respects 
the same in all countries, but the organized efforts which are being made to pro- 
mote those procedures differ materially. Thus, one country is devoting itself 
chiefly to the promotion of research, while others are directing their forces to the 
practical application of the information which exists. Still other countries are 
combining, in definitely planned organized effort, research, the care of patients, 
and the instruction of students in a manner which seems admirably adapted to 
their local conditions. 

A plan of campaign against cancer which is suitable for all countries has not 
yet been formulated. Perhaps in this meeting we could do a useful service to 
mankind by proposing one. It would help, even though it were but an outline. It 
ought to be of such a character as to permit of revision from time to time, as 
advancing knowledge and experience indicate. 





WHAT MAY BE EXPECTED FROM THE MEETING 


It is quite impossible, and it would be impertinent, to forecast the results of 
this meeting so brilliant in personnel, so bent on accomplishment, so inspiring in 
its purpose of practical good, 

But it is permissible to say beforehand that whatever may be said or done in 
regard to the scientific, educational, and administrative questions which will be 
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discussed, one great and encouraging result is certain to be accomplished. A for- 
ward step in cancer control will be taken by reason of the personal contacts which 
will be made. Those who have attended the Symposium will know one another 
better than they did before. The very meeting of these gifted men and women, 
animated by so unselfish a purpose, forming and cementing cordial relationships, 
freely exchanging informal expressions of opinion, hazarding, when the occasion 
suits, an hypothesis or surmise or suggestion which the formal restraints of custom 
would never permit them to record upon paper, is a result of the very greatest 
value. 

It is believed that no better setting for our meeting could have been provided 
than is afforded by the beautiful environment of mountain and lake in which it is 
to take place. The Mohonk tradition is one not only of generous hospitality but 
of intellectual, moral, and philanthropic purpose. Here for many years were held 
the Indian conferences, which brought men and women together from all parts 
of the North American continent to consider the welfare of the vanishing aborig- 
ines. Here, also, were held the annual meetings for the discussion of a basis for 
agreement to insure international peace. 

Is it not possible that from this meeting which has been called to consider 
the practical aspects of cancer control there may come other meetings, if not 
at Mohonk, then at other appropriate and agreeable places, so that periodic 
gatherings of students of cancer control may become a feature of the world’s 
effort to combat this greatest of human plagues? It may be that an interna- 
tional organization for the control of cancer, composed of the many institutes, 
leagues, and societies which exist in different parts of the world to advance the 
knowledge of this subject and promote the practical application of the informa- 
tion which exists, should be established. 


THE PLAN OF THE MEETING 


A few words should be said concerning the machinery of the Symposium. 
Each morning from 9:30 to 12:30 there will be a meeting in executive session in 
this room. Only those who have been invited to attend the Symposium will be 
present. The formal papers which have been prepared in advance will be read and 
discussed. Expert stenographic reporters will record what is said in the discussion 
of these papers, so that no remark of value will be lost. 

The afternoons will also be devoted to the reading of papers. As in the morning 
meetings, attendance at the afternoon sessions will be confined to those who have 
been invited to take part. A full attendance is expected at each meeting. There 
will be no sections or other divisions to prevent each person from hearing every 
paper. 

There is a General Committee before whom all resolutions are to be laid in 
writing before any action is taken upon them in the name of the Symposium. 
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Resolutions must be filed with this Committee at least 24 hours before action is 
taken on them by the Symposium as a body. The Committee is composed of the 
following: Deelman, Hartmann, Blumenthal, Handley, and Soper. 

The executive sessions will be called to order by Dr. Wood, vice-president of 
the American Society for the Control of Cancer, or Dr. Greenough, chairman 
of the Advisory Council of the Society. 

The language of the meeting will be English for the reason that so few Ameri- 
cans speak any other tongue. If, however, anyone wishes to address the meeting 
in another language, his remarks will be translated into English as he proceeds, 
through the medium of interpreters who have kindly offered their services. Ex- 
pert medical reporters have been supplied to record what is said. On being called 
upon to read their papers, Europeans who speak English with difficulty may per- 
sonally give summaries of their papers in their own language, after which transla- 
tions of the full text will be read in English. In accordance with a request by the 
management, all papers have been submitted in advance of the meeting, trans- 
lated into English when necessary, and the translation submitted to the author for 
approval. 

Twice a day, immediately after the executive sessions, I will meet the reporters 
and give them access to copies of the papers and supply them with details and 
other news of the meeting. I shall always and at all times be accessible to all the 
members of the Symposium. 

It is expected that all the papers and discussions brought out at the Sympo- 
sium will be printed in the form of a volume which will be issued and widely dis- 
tributed as soon as the editorial and publishing work can be completed. This 
volume will be sent to public libraries, medical libraries, and public health author- 
ities. If sufficient funds are available, it will be given a still wider circulation. 


GREETING OF THE FOREIGN GUESTS ON BEHALF 
OF THE AMERICAN MEDICAL PROFESSION 


By WILLIAM H. WELCH, M.D., Battrmore, MARYLAND 


T is a very honorable function that has been assigned to me, of saying a word 

| of welcome and greeting to our foreign guests. By their presence here, they 

have increased the debt which American medicine already owes their respec- 
tive countries. 

It is only in comparatively recent years that we can say that our medicine has 
become independent. It is English in its origin, and was derived in the first in- 
stance in our colonial days from the country of the one who is to reply to what 
I have to say. It was Scotch medicine, to start with; but Scotch medicine came 
from a country which is also represented here—Holland, in fact, Leyden. The 
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art of medicine came to Leyden from Italy in the sixteenth century. Italy, Hol- 
land, and Scotland were therefore our ancestors. 

The more distinctive Scottish period was followed by the English, and that 
characterized the last two or three decades of the last century—the period of John 
Hunter, Astley Cooper, and Abernethy. But nothing has been more stimulating 
in the history of medicine than the influence which came from France in the 
eighteenth century and continued for a generation. When we speak of that and of 
those who were particularly active in spreading the new medicine, we speak of 
them as pupils; as Osler has spoken of the pupils of Louis, who introduced the 
methods of clinical diagnosis in such a wonderful way. In the late sixties, the 
great fertilizing influence was undoubtedly from Germany. Up to the period of 
the late war, I think it may be safe to say that the greatest and strongest influence 
was from Germany. We owe, therefore, a great debt to the various countries 
whose representatives honor us by their presence here. 

But there always has been, even from colonial days, something of independ- 
ence in American medicine—something characteristically American. We are now 
beginning to repay something of the debt which we owe to those countries by 
making our own contributions to the science and art of medicine. So that it is a 
source of very great gratification that we can invite our distinguished colleagues 
from other countries to come here that we may impart something, even if they 
give us much more than we can give to them. 

The particular subject that brings us here, the control of cancer, is a subject 
of first importance. The decrease in the general mortality of our population is 
very great but cancer mortality is increasing. It has been said that the cancer 
rate of a country is the best index of its healthfulness, the meaning being that the 
healthier it is the larger is the number of persons who survive to the ages at which 
cancer is most prevalent. 

In the organized effort which is being made to stop its ravages, cancer has 
fallen in line with other diseases of mankind. Let us pause for a moment to con- 
sider what are the diseases which organizations have been formed to combat: 
first, tuberculosis, then infant mortality, then cardiac diseases. One charac- 
teristic of them all is that in none do we possess a single specific method of 
prevention. Had we some procedure in tuberculosis which would be a sure 
cure, I venture to say that there never would have been any anti-tuberculosis 
crusade. As in tuberculosis, so in cancer, we have a measure of knowledge, im- 
perfect though it is, which we believe, if better applied, would be of great benefit 
to mankind. 

Another point has also interested me: the incidental by-products of the cru- 
sades against diseases. Take tuberculosis, for instance. Even if you could not 
prove that you had saved a single life by educating people concerning the disease, it 
would still have to be admitted that a great benefit to health had resulted from 
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the tuberculosis crusades. It was through these that the general public first be- 
came interested in the prevalence of and economic loss from various diseases. It 
has been one of the very greatest benefits of anti-tuberculosis work that public 
‘health nursing has come to be developed. But, above all, the organized effort 
against tuberculosis has spread the gospel of open air life. And so the very great 
reduction which has taken place in the death rate is due very much to this popular 
anti-tuberculosis crusade. In the same general direction is the organized move- 
ment against infant mortality and the new movement in relation to cardiac dis- 
eases. 

I venture to say that the organized effort for the control of cancer is also of 
far-reaching significance. We can already see certain effects of it. One, I think, 
is this. It has greatly stimulated co-ordinated study of the disease. Formerly, the 
pathologist, the surgeon, and the statistician were working independently along 
their own lines; they have now come together to a very great extent as the result 
of this cancer control movement, and this is what is needed for the elucidation of 
many difficult problems in cancer. Many combined attacks on the cancer problem 
are now being made by pathologists, parasitologists, medical men, and surgeons. 
That, in my judgment, is one of the great benefits. 

It is also one of the great benefits of this movement that it has intensified the 
interest of medical men and the general public in the early diagnosis of cancer. 
Diagnosis can now be made much earlier than formerly. Early diagnosis is a 
cornerstone of the movement for cancer control as we know it today. 

I might go on to indicate other directions which quite independently have a 
direct influence on the control of cancer, and which I believe to be very significant 
to public health and the progress of medicine in general. 

Simple as the program of the Cancer Control Society is, the practical difficul- 
ties which will be presented in getting the lesson over are of course considerable. 
I think the incentive to the movement came from the surgeons. Every surgeon 
sees patients who have come to him too late—hopeless; and he knows that if he 
had only seen them 6 months before, they probably could have been saved. There 
is already sufficient knowledge, based, I think, not upon mortality statistics in 
general, but on the individual experience of surgeons, to show the reasonableness 
of the path that the American Society for the Control of Cancer is following. I 
am sure, as a pathologist, that the whole pathology of cancer is greatly influenced 
by this early diagnosis and treatment. 

I suppose that if I were following out the tradition of what the foreigners think 
characteristic of Americans, I would tell of all the wonderful discoveries that 
Americans have made in the field of medicine. I could point out a few, but do not 
think it is becoming. One, however, which I do not think is yet fully utilized in 
the investigation of the causation of cancer is the cultivation in vitro of cells of 
tumors. I do not think the possibilities there have been fully utilized. 
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In a word, then, I am sure I speak on behalf of every one of my colleagues in 
this room, in expressing very great appreciation that so many of you who are so 
greatly interested in the study of cancer and are recognized authorities in the 
cancer field have come here. 

The significance of this meeting from the international standpoint is almost too 
obvious to dwell upon. We know that nothing will draw countries together as will 
the discussion of a question which knows no political or geographic boundary. 
We have in cancer such a question and one of the very greatest importance to 
mankind. 


RESPONSE ON BEHALF OF THE FOREIGN GUESTS 


By SIR JOHN BLAND-SUTTON, Lonpon, ENGLAND 


have been uttered by Professor Welch in regard to the foreign guests. 

It is a pleasure to us to meet our confréres from European countries as 
well as to renew acquaintance with our American friends, all of them keen on 
cancer control. 

The kindness, hospitality, and the warm welcome we have received touches 
the hearts of your guests. I congratulate Dr. Soper on his skill and diplomacy in 
collecting from the countries north of the Tropic of Cancer such a number of dis- 
tinguished men to take part in the Symposium. 

I have been asked to make some observations on the object of our meeting. 
I may remind you that there is a natural history of disease as well as of plants and 
animals. It is well known that weeds, if neglected, will suppress what we regard 
as nobler plants, and we have to realize that just as one species tramples out 
another, so one disease will usurp another. In the thirteenth century leprosy 
was as common in England as tuberculosis is today and then it disappeared. 

In my early days as surgeon I had the advantage of knowing Sir James Paget; 
he was in his day the greatest authority on tumors, and a very philosophical man. 
Forty years ago he told me he was convinced that everyone would die of cancer if 
he or she lived long enough! 

When it was suggested that an educational campaign for the control of cancer 
should be started in England it was thought unwise to tell the public that so many 
persons died of cancer lest the knowledge should cause a panic. However, that 
result did not follow, for every intelligent person is becoming deeply interested in 
the question. 

Surgeons who are connected with cancer societies are bombarded with letters 
—long letters—from lay persons, containing suggestions for the cure of cancer 
which God has revealed to them in dreams! Some of the things recommended are 


| T is a pleasure as well as a responsibility to reply to the kind expressions which 











BLAND-SUTTON: RESPONSE ON BEHALF OF FOREIGN GUESTS 15 


as curious as the ingredients in the stew made by the witches in the famous caldron 
scene in Macbeth. You will remember that among other curious ingredients there 
were 

Eye of newt and toe of frog, 

Wool of bat and tongue of dog, 

Adder’s fork and blind worm’s sting, 

Lizard’s leg and owlet’s wing. 


Shakespeare did not invent this prescription. These things, and worse, were 
recommended in Nicholas Culpeper’s book of medical remedies which was popular 
in the seventeenth century. 

The question has often arisen: Is it wise to tell patients that they have cancer? 
Some insist upon knowing. There are many intelligent patients quite as capable 
of making a deduction from observed facts as the doctor himself. 

The first patient on whom I operated was a good example. A fat woman 
weighing 200 pounds had a husband nearly as heavy. They were both fond of a 
little terrier weighing 10 pounds. A tumor grew on the dog’s flank, bigger and 
bigger until it was nearly as big as the dog’s body. When the terrier died the wife 
said to her husband: “ James, I have a tumor on my side just like our dear little 
dog, and if it grows at the same rate as the tumor on the dog, what a dreadful sight 
I shall be!” 

The next day she came to me and I removed a cancerous tumor, and she sur- 
vived the operation many years. 

When I came up the mountain this afternoon and looked into this lovely 
valley and saw Lake Mohonk glistening at the bottom, it brought to my mind the 
Sea of Galilee and the surrounding mountains where the author of the Sermon on 
the Mount delivered those famous Beautitudes which have been such a source of 
comfort to many in tribulation of mind as well as of body. It is my earnest wish 
that if our Symposium leads to no great discovery, it will at least send out to man- 
kind at large a message of hope. 
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THE VALUE OF CO-ORDINATED EFFORT AMONG 
SURGEONS, PATHOLOGISTS, AND OTHERS IN THE 
CONTROL OF CANCER 
By Sm JOHN BLAND-SUTTON, Br., Lonpon, ENGLAND 


Vice-Chairman, British Empire Cancer Campaign; President, Royal College of Surgeons 


EVER in the history of medicine have the methods of observation and 

N experiment been co-ordinated and brought to bear in such strength for 

the control of a particular disease as in the quest for the cause or causes 

of cancer. This quest arose in consequence of the enormous impetus given to 

surgery by the discovery of anesthesia and antisepsis which enabled surgeons to 
control pain and postoperative sepsis. 

From time to time some apparently common things on the earth assume an 
importance unsuspected by ordinary mortals! This happened when yeast, the 
cause of vinous fermentation, was discovered to be a plant—a fungus. Pasteur 
investigated the nature of fermentation and Lister applied these discoveries to 
the control of suppuration. 

Then men realized that such apparently dissimilar processes as fermentation, 
putrefaction, and suppuration are due to the activity of minute living organisms. 
When antiseptic methods were applied by surgeons in dealing with malignant 
diseases, the immediate effects were excellent, but the ultimate results were dis- 
appointing. Surgeons, baffled in their efforts to conquer cancer, appealed to the 
laboratories of pathology, bacteriology, biochemistry, and physics for enlight- 
enment and guidance. 

The later phases of the quest are associated with the search for the cause of 
cancer. This is undertaken by bacteriologists and biologists. The bacteriologists 
study minute forms of vegetable and animal life; biologists study not only the 
minute forms of life which may be the actual cause of diseases, but also those 
creatures which may be carriers—vectors—of the minute disease-provoking 
parasites. 

Biological laboratories have an interest in research in relation to embryology 
which is concerned with the beginnings of life, and also study living tissue apart 
from the living body. This fascinating study is known as tissue culture. It must 
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be remembered that Metschnikoff, who discovered the remarkable defensive 
powers of leucocytes against bacteria, was a biologist. 


THE MICROSCOPE 


The microscope is indispensable in the investigation of cancer. Man would 
know very little about his surroundings without the aid of optical glass. Naked- 
eye astronomy and naked-eye anatomy had reached finality before the invention 
of the telescope and the microscope. One of these instruments enabled the 
astronomer to discover new planets, satellites and comets, as well as to enlarge 
his conception of the universe. The microscope revealed a new world to the 
biologist and incidentally to medicine. Every increase in the power of these 
instrumental aids to vision brings new discoveries and illimitable problems. The 
circulation of the blood was accepted before the microscope revealed the capil- 
laries which link up the arterial and venous systems. Today we speak of the 
corpuscular elements of the blood with the same familiarity with which we talk 
of acorns and chestnuts. The discovery of the circulation of the blood was a 
great achievement, but the detection of the lymphatic circulation was second 
only in importance, and especially in relation to cancer, for lymphatics are the 
subtle channels by which this disease is mainly distributed throughout the body. 

The microscope gives pathologists the power to investigate the minute 
structure of tumors and enables them to distinguish the innocent from the malig- 
nant varieties, and to identify those which are cancerous. 

Before surgeons used the microscope in the study of morbid growths, they 
were more interested in a tumor as big as a pumpkin than in one the size of a 
cherry. The big tumor could be borne for many years with no ill effect except 
inconvenience. The small one might destroy the patient’s life in a year! 

During the past 30 years much has been discovered in regard to the nature of 
tumors. The recognition of innocence in one, and the deadly nature of another, 
has required years of ohservation and experience. Many patients have been 
frightened out of their wits by opinions of malignancy based on naked-eye 
observation—but have lived to mock at their advisers! 

The only reliable test of the nature of a tumor is a microscopic examina- 
tion by an expert. One hundred years ago the microscope distorted as much 
as it magnified, and we have to realize that one tumor differeth from an- 
other tumor in malignancy as much as one star differeth from another star 
in glory. Today a properly equipped pathological laboratory is as necessary 
in a hospital as the operating room. 


BACTERIOLOGY 


Bacteriologists have revealed to surgeons important facts in what may be 
called the natural history of cancer. 
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When this disease arises in situations not easily accessible to microbes it is a 
chronic disease and may not destroy the patient’s life for 20 years. Cancer in 
protected situations often grows silently, unsuspected; but when it arises in 
situations easily accessible to putrefactive bacteria, for example in the mouth or 
alimentary canal, the primary lesion is soon colonized by bacteria. Sloughing, 
pus production, and abscess are inevitable. Such sequences soon manifest them- 
selves and may speedily destroy the patient. 

The virulence of cancer, as a rule, depends on its septicity. In searching for 
the cause of cancer the bacteriologist is ever on the watch to avoid mistak- 
ing accidental bacterial invasions by common agents of sepsis for the causa- 
tive agents of cancer. Neglect of this precaution has misled many observers. 
Putrefactive microbes are the common cause of failure in attempts to relieve 
cancerous patients by gross surgical measures. 


BIOCHEMISTRY 


Biochemistry is involved twofold in the control of cancer. While bacteriol- 
ogists and biologists are searching for the cause of cancer, the biochemists pro- 
vide agents for the control of sepsis—antiseptics— and for the cure of cancer with- 
out resorting to surgery. The excellent results which have been produced by 
chemotherapy indicate that the day may come when “‘it will be possible to intro- 
duce into the economy a molecular mechanism which, like a cunningly contrived 
torpedo, shall find its way to some particular group of living elements and cause 
an explosion among them, leaving the rest untouched.” All this seemed fantastic 
when Huxley suggested it in 1881. Ehrlich discovered some subtle compounds, 
and there is something alluring in the idea of submitting morbid growths to a 
bacteriologic siege. 

The idea of setting a thief to catch a thief is well shown in the mod- 
ern treatment of infections of known origin. Minute agents of diseases in- 
troduced locally by the prick of a thorn, a pin, or splinter are conveyed 
through the natural gates and alleys of the body by the blood. Some are 
carried passively in the liquor sanguinis; others disport themselves in the 
stream, like small creatures in a brook; a few ensconce themselves in the 
blood corpuscles! 

To meet these evils therapeutic agents can be instilled into the blood and thus 
irrigate the soiled areas of the living body. The therapeutic agents must be 
something which will destroy particulate causes of disease without poisoning the 
patient or disintegrating the red corpuscles. The treatment by serum, vaccines, 
and toxins belongs to this important department. 

Before all things, surgeons long for some discovery which will enable them to 
cure cancer by some cunning drug introduced into the circulation and thus 
abolish a long series of distressing operations. 
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For the control of cancer it is necessary to educate men and women to the 
importance of seeking prompt advice for nodules, birth-marks, warts, moles, and 
chronic ulcers. All these apparently simple things are as obvious to the un- 
trained eye as the moon and stars. The significance of such defects is known to 
well-trained surgeons and their removal is, as a rule, simple and safe. The 
naked-eye characters as to innocency or malignancy are often trustworthy, but 
it is wise to submit the least suspicious nodule to a microscopic examination and 
the eye of an expert. This is not difficult in great cities. 

A properly equipped pathologic laboratory should be in close association with a 
general hospital. Clinical observation and research must go hand in hand. Bio- 
chemical laboratories are necessary not only for the discovery of therapeutic 
agents, but also to test their value in the cure of cancer. 

In the domain of physics, X-rays without, and incandescent lamps within, 
render the body transparent for diagnosis and treatment. 

STATISTICS 

The employment of figures—statistics—comes into every concern of life. 
Bills of Mortality compiled by competent persons and used by men of experience 
are of great value, and should be regarded as information available for the 
purposes of investigation. They are of daily use in surgery. In controversy, 
statistics may be regarded as political arithmetic; they must be used with cau- 
tion in relation to computations concerned with the increase of cancer. 

The term “cancer” has an elastic meaning; to experts it is as circumscribed 
in its application as the term “constellation” to an astronomer; for non-experts 
it is as diffuse as the Milky Way, and as baffling as a fog. 

It is amazing that tumors—things obvious to the meanest mind—have been 
the subject of so much observation, analysis, and comparison, from surgeons, 
physicians, and pathologists, yet their causes remain obscure. 

We need not be pessimistic. Seventy years ago the cause of sepsis was as 
obscure as the cause of cancer is today. Science is the name of co-ordinated 
knowledge, and men have discovered after incredible labor that diseases are 
governed and spread by Nature’s methods. We may feel sure that with the 
excellent co-ordination and co-operation of science and practice in the great 
cities of the world, aided by public interest and freely helped by enlightened 
benevolence, light will come. 

Simon Newcomb, the American astronomer, the greatest master of mathe- 
matical astronomy of his time, pointed out that our knowledge of the movements 
of the planets has been acquired by the enormous labors of many astronomers 
and mathematicians. The cost of the maintenance of the observatories of the 
world is also enormous, and the failure to obtain full advantage of such labor and 
expenditure is due to lack of co-operation among the various countries. 
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The cancer quest is of equal importance with planetary motion, and it de- 
mands concerted action among workers in all countries. 

This Symposium will lead to good consequences. There must be concerted 
action among the cancer research societies. Each to a large extent works in its 
own way and along independent lines. Co-ordination is of the greatest value in 
fighting a common foe. 

The independent worker must not be forgotten. Many have felt the lack of 
a laboratory in their early days. In the pathologic laboratory at the Middlesex 
Hospital, rooms are set apart and facilities given to anyone who can show good 
cause for his ideas and methods. He is then allowed to work on his own lines. 
The cause or causes of cancer may be discovered by an independent quester un- 
fettered by routine and prompted by originality. He should be adequately re- 
warded and allowed to pursue his quest unhampered by domestic needs. 

The British Empire Campaign has adopted, at the suggestion of Lady Cave, 
this motto: Quod refert quis opus facial modo denique , pait (What does it matter 
who does the work so long as the work is done?) 








22 CANCER CONTROL 


CANCER EDUCATION IN ENGLAND 


By W. SAMPSON HANDLEY, F.R.C.S., Lonpon, ENGLAND 


Professor of Surgery and Pathology, Royal College of Surgeons of England; Surgeon, Middlesex Hospita 


slow, irregular, and perhaps stunted growth from small beginnings. 

A certain Mr. Howard, surgeon to the Middlesex Hospital, London, 
at the end of the eighteenth century, published a plan for the relief of suf- 
ferers from cancer, which included in its scope the providing of special cancer 
wards and the keeping of cancer records. Inspired by Howard, W. Samuel 
Whitbread left to the Middlesex Hospital a considerable sum of money to 
establish within the Hospital special wards for cancer, where the sufferers could 
remain until “relieved by art or released by death.” These wards were opened 


Toso history of cancer control in England, as might be expected, is one of 


in 1792. 

in 1905, by the action of the Barnato-Joel trustees, further wards were 
opened, a special operating theater erected, and a block of research laboratories 
was built. From this date the Cancer Charity of the Middlesex Hospital has 
become a complete special hospital for cancer. From 1902 until the outbreak 
of the war at least one number per annum of the Archives of the Middlesex 
Hospital, edited by Professor Lazarus-Barlow, was devoted to the results of 
cancer research work. I would like to draw attention to the importance, as a 
stimulant to research, of an institutional periodical appearing at regular in- 
tervals. 

In 1913 the Middlesex Hospital took another pioneer step. Radiation was 
becoming increasingly important in treatment, and accordingly, the post of 
physicist to the Hospital was created. This appointment, now an endowed 
professorship, is held by Professor Charles Russ, D.Sc., whose co-operation with 
the medical members of the staff of the Hospital has proved invaluable in the 
departments of radium and X-ray treatment. 

An alteration has lately been made in the organization of cancer research. 
This was formerly under a director who controlled the activities of all. the work- 
ers in the laboratories. Of late years, however, the Middlesex Hospital School 
has become a branch of the University of London, staffed, as regards the prin- 
cipal scientific subjects, physics, chemistry, physiology, anatomy, and _bio- 
chemistry, by whole-time university professors. Cancer research in its different 
branches is pursued independently in each professional department, and co- 
ordination is attained by a hospital research committee of which all the pro- 
fessors are members under a lay chairman. It is thought that this system, which 
is still on trial, will insure a wider outlook on cancer research by bringing it into 
touch with pure science and with other medical research. 
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THE CANCER HOSPITAL 


The only other complete cancer institution at present in England is the 
Cancer Hospital (Fulham Road, London S.W.). This hospital, though of recent 
origin (founded in 1851), has of late years grown rapidly in size and importance 
and has completed its organization by the addition of first-class research labo- 
ratories under the able direction of Dr. Archibald Leitch. As Dr. Leitch is present 
I ask you to refer to him for further information. 

A cancer hospital also exists at Manchester, and it seems likely that here and 
also at Birmingham complete cancer institutes in connection with the local 
university will shortly arise. 

At Leeds, hitherto without a cancer hospital, events have moved rapidly 
during the past year. Under the egis of the British Empire Cancer Campaign 
and the chairmanship of Lord Lascelles a meeting of a few hundred of the most 
prominent and influential inhabitants of the west of Yorkshire was arranged with 
the object of establishing a cancer center at Leeds. Sir Berkeley Moynihan, 
who spoke, began his speech by saying that about 60 of the people in the room 
were destined to die of cancer. The University of Leeds promised the assistance 
of its professional and laboratory staff to the Institute, which will be closely 
affiliated with the University. At the end of the meeting subscriptions amounting 
to £100,000, now increased to £120,000, were announced. 

Thus, as the result of this one meeting, no doubt preceded by much quiet 
organizing work, an efficient center for research and treatment in Leeds is as- 
sured. No better example of the importance of instructed public opinion could 
be produced. 

NEWTON ABBOT HOSPITAL 

Leeds is a rich city, but even in a small community if a leader arises much 
can be done. At the town of Newton Abbot in Devonshire, a small place of per- 
haps 20,000 inhabitants, thanks to the initiative of Dr. Edgar Haydon, special 
cancer wards have been established in connection with the local hospital, par- 
ticularly for radium treatment. Newton Abbot can claim that in proportion to 
its size it possesses more radium than any other town in England. 


HOSPITAL SOIREES 


For several years past the Middlesex Hospital has given to its supporters in 
all ranks of life, and especially to the employees of the great West End of London 
firms who have been active on its behalf, a series of simple evening entertain- 
ments in which the professors and medical staff, by actual demonstration in the 
laboratories with the microscope, the X-ray machine, the radium tube, the 
ultraviolet lamp, etc., have introduced the laity to some of the wonders of 
medical science. 








24 CANCER CONTROL 


Thus the Hospital is presented to the public not merely as a place for healing 
the sick but in its even more important function as the source and fount of 
medical knowledge where vague ideas, such as ideas concerning a microbe, are 
translated for the public into terms of vision and actual knowledge. 

These entertainments, initiated by Mr. Walter Kewley, our House Governor, 
have excited great interest and appreciation. 


STATE AND PUBLIC HEALTH ACTIVITIES 


In England the government has been slow to take any direct share in cancer 
control. The matter until a few years ago was left to voluntary or individual 
effort. This policy was first modified about 1915, when the Medical Research 
Council, an entirely Governmental organization, financed from national funds, 
was first established to take care of medical research. Its foundation was a 
logical sequel of the national system of health insurance and it has done a great 
work. Its secretary is Sir Walter Fletcher. The danger that such a powerful 
Governmental machine might benumb the individual initiative which is the life 
of research has so far been avoided. The recent work of Gye and Barnard, which 
has excited so much discussion, came from the research laboratories of the 
Medical Research Council. 

The Medical Research Council is a committee of the King’s Privy Council, 
presided over by the Earl of Balfour, and is independent of the Ministry of 
Health. Last year it received a Governmental grant of £135,000. 

The Ministry of Health about the year 1922 established a Departmental 
Committee on Cancer which has concerned itself chiefly with the statistical and 
epidemiological study of cancer, more especially as affecting the breast. This 
committee has prepared memoranda on various public health aspects of the 
disease and has circulated them to the local health authorities. The leaflets are 
written for the intelligent layman as much as for doctors. The Ministry has 
inspired the formation of*local cancer committees in the large towns, and has en- 
couraged medical officers of health to carry out field inquiries on cancer in their 
districts. A committee so formed in Manchester has expanded considerably and is 
endeavoring to secure collaboration between the various hospitals and institutions 
interested in cancer and to amalgamate funds, hitherto separately administered. 
By means of such co-ordinated inquiries the Ministry hopes to get in time 
a fair sample of certain conditions related to cancer throughout the country. 
The secretary of the Departmental Committee is Lieut. Col. A. B. Smallman. 


THE FINANCING OF RESEARCH AND EDUCATION 


In England an unofficial body whose main object is the collection of funds for 
the general support and co-ordination of cancer research and education was 
brought into existence in 1923 under the name of the British Empire Cancer 
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Campaign. This body in its early days made its appeal with the assistance of the 
British Red Cross Society and through the machinery of that body. It is now 
separately organized but retains its parallelism with the Red Cross Society in 
that its collecting machinery is being organized on a territorial or county basis 
with the Lord-Lieutenant of each county as the chairman of a local committee 
of the Campaign. The headquarters organization in London includes under 
the presidency a controlling council, containing representatives of the different 
cancer hospitals and research laboratories, a scientific committee partly appointed 
by the Governmental departments of health and medical research, which con- 
siders applications for assistance from institutions and individuals, a finance 
committee, and an appeal committee. Active county committees enjoy a con- 
siderable degree of autonomy in the disposal of the funds they collect. 

The British Empire Cancer Campaign has made tentative beginnings in the 
matter of education of the public in the early signs of cancer, by lectures and 
literature, but hitherto most of its effort has been directed to the financing and 
co-ordination of cancer research. . 

Upon the initiative of the late Sir William Leishman, the Campaign has 
lately begun the publication of The Cancer Review, a monthly journal of ab- 
stracts and reviews intended for the assistance of research workers. 

The organization of the Campaign illustrates the general tendency in England 
to approach cancer education from above downward, and to approach very 
cautiously the instruction of the uneducated public. The organizing adviser, Sir 
John Goodwin, late director general of the Army Medical Service, does, however, 
combine his appeals for funds with elementary instruction about the disease. 


IMPERIAL CANCER RESEARCH FUND 


This Fund, dating from about 1900, is under the joint management of the 
Royal Colleges of Physicians and Surgeons. Its endowment, with some aid from 
yearly subscriptions, is devoted mainly to the maintenance of a research labora- 
tory under the direction of Dr. J. A. Murray. The Fund has done great work in 
the department of experimental cancer in animals, and is at present undertaking 
the important task of repeating and controlling the experiments of Gye and 
Barnard, a task for which its independent position particularly fits it. 


EDUCATION BY LITERATURE 


The earliest literary advocate of cancer control in England was the late Mr. 
Charles P. Childe, surgeon to the Royal Portsmouth Hospital, whose recent 
death was a great loss to the m-dical profession and the nation. 

As far back as 1906 Mr. Childe published his book The Control of a Scourge, 
or How Cancer is Curable. Last year Mr. Childe rewrote this work under the 
title Cancer and the Public. The book is addressed to the educated layman even 
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more than to the doctor. It points out the appalling ignorance of the public 
about the early signs of cancer, their unreasonable hopelessness about the 
results of its treatment, their idea that the disease carries with it-a sort of 
family stigma, their dread of the available means of cure by operation. It is a 
call to the public to save itself by seeking early advice about any suspicious 
symptom at a time when the disease is still curable. 

Mr. Childe’s book is the sanest and safest guide to cancer control which 
England has produced. He was a great admirer of your Society, which he de- 
scribed as “‘one of the most powerful public health agencies in the world.” 

The literature of cancer control takes one of two forms—the book or the 
leaflet. The book reaches directly only the educated public. As soon as they 
possess it they share with the doctors the duty of instructing the unlearned by 
word of mouth and this duty should be impressed upon them. The influence 
of books on cancer control is not measured by the numbers, but by the mis- 
sionary enthusiasm of their readers. 


CANCER LEAFLETS 


Mr. Childe, however, was also the pioneer in the attempt to reach a wider 
circle of the public by means of health leaflets. Under his influence the public 
health authorities of Portsmouth issued in 1915 a leaflet on cancer and its early 
signs. 

The Middlesex Hospital has also taken part in this effort. I have always felt 
that, just as a university possesses a press, so too should a great hospital, and 
thanks to the generosity of my friend, the late Mr. T. B. Lightfoot, the Middlesex 
Hospital Press was founded and partly endowed in 1920. The objects of the 
Press are to instruct the public in the care of its health by the publication of 
books and leaflets and to assist in the publication of research work and text 
books emanating from the Middlesex Hospital. The Press has published a 
series of health leaflets, including several on cancer. The leaflets are distributed 
at the Hospital and sold practically at cost to individuals and public health 
authorities. Last year, over thirty thousand leaflets were distributed, chiefly 
through a number of county and borough councils, and the work is still 
growing. 

The Press has also published a work on Cancer Research at the Middlesex 
Hospital, 1900-1924, of which I bring you a number of copies as a gift from the 
Cancer.and General Research Committee of the Middlesex Hospital. 


THE PART OF THE DENTAL SURGEON IN CANCER CONTROL 


For years past I have been struck by the fact that mouth cancer is very 
rarely seen in mouths which would be passed as “clean” by a dental surgeon. 
The education of the public in the care of the teeth, and even more of the gums, 
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appears therefore to be an important measure of cancer control. The organiza- 
tion of the Ivory Cross, which provides dental treatment for those unable to 
afford it, therefore requires at least a passing mention here. 


THE ENGLISH CONCEPTIONS OF CANCER CONTROL 


Is it possible from the foregoing historical sketch of cancer education in 
“ngland to construct a peculiarly English philosophy of cancer control? It is, 

I think, significant that the history begins with the foundation of a special insti- 
tution for the segregation and intensive study of the disease. Of late years the 
principal effort has been in the direction of laboratory research, and even up to 
the present time the attempts at popular education about cancer have been 
sporadic and ill-supported, because of a general national skepticism as to their 
value and advisability. 

The English conception of cancer control appears to be as follows: 

Public education on the cancer problem has two branches: first, the educa- 
tion of the medical profession, and second, the elementary education of the 
lay public. Of these the first is the more important, because it provides a body 
of viva voce teachers, in constant and intimate touch with the laity and possess- 
ing the confidence of those to whom they speak. An instructed profession, con- 
scious of its daily duty of teaching the laity the few broad truths they need to 
know, is the most powerful instrument available for the control of cancer. 

In the medical profession itself education in cancer may be differentiated 
under four grades: (a) the specialist, (b) the general practitioner or family physi- 
cian, (c) the public health expert, and (d) the dental surgeon. 


EDUCATION OF THE CANCER SPECIALIST 


The mainspring of any system of cancer education is the specialist, who 
acquires knowledge of the subject at first hand from the study of the disease in 
the wards or the laboratory, and the first essential in cancer education is to 
establish conditions under which the specialist is able to educate himself. For 
this purpose concentration, partial at any rate, of cancer cases in special insti- 
tutions is indispensable. Cancer cases diffused more or less uniformly through 
general hospitals do not provide for the stafis of these institutions experience 
sufficient in intensity and volume to make experts. On the other hand, a wide 
general experience of surgery is a vital preliminary to the special study of cancer, 
and it may prove best to establish cancer institutions in close affiliation with 
large general hospitals. As to the number of special cancer institutions required, 
no law can be laid down. It is better, however, to have a few complete institu- 
tions, well spaced out geographically, than a large number of small and incom- 
pletely equipped ones. It is essential that the principal members of the staffs 
should give life service to the institution. The span of human life is all too short 
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at best for acquiring a broad knowledge of such a multiform disease—a disease, 
too, which in its most chronic form may run a course of 40 years. 

The cancer hospital, by undergraduate and postgraduate instruction and by 
the production of text books, should educate the other branches of the profession. 

The cancer hospital with its body of clinical and pathologic experts requires 
the support of an educated lay public, influential financially, and possessed of 
sufficient imagination to know that the plant of knowledge is of slow and irregular 
growth and can be brought to fruit, none know when, only by long and patient 
toil. 

Given the cancer hospital with its laboratories and trained staff, the next 
steps in cancer control become possible, namely: (1) the education of the body of 
the medical profession in the recognition of early cancer by undergraduate and 
postgraduate instruction, and (2) what is even more important, the provision of 
facilities for consultation with experts in doubtful cases. 

To the medical profession, assisted by the educated lay public, there should 
be entrusted the duty of instructing the mass of the people, mainly by private 
influence and word of mouth, in the few essential facts about cancer which are 
necessary for their safety. 

While I believe that this conception of cancer control is on sound evolu- 
tionary lines, I think it is incomplete and that, avoiding sensation and panic- 
mongering, direct popular education on cancer by lectures and leaflets must be 
undertaken in England to insure that sufferers seek early advice while the dis- 
ease is still curable. I believe that our public opinion is slowly coming round 
to this point of view. 


SEGREGATION OF CANCER CASES TO BE PARTIAL ONLY 


It is not, I think, necessary or desirable that all cancer cases should be col- 
lected into cancer hospitals. The creation of numerous small and incomplete 
cancer hospitals is very undesirable. I estimate roughly that, for every 5,000,000 
of the population, a cancer hospital of 200 beds should exist within a day’s jour- 
ney. The geographical spacing of cancer hospitals is very important. 


COMPARISON OF CANCER AND TUBERCULOSIS 


In the report for 1925 of the chief medical officer of the Ministry of Health 
which has just appeared, the remarkable contrast between the diminution of 
tuberculosis and the steady increase of cancer is again set forth. In 1884 the 
annual mortality rate per million persons living was 2,574 for tuberculosis and 
563 for cancer. In 1925 the corresponding figures were 1,038 for tuberculosis and 
1,330 for cancer. During the last 35 years the cancer mortality has doubled, 
and during the last five years there has been an annual rise of between 30 and 40 
per million of the population in the number of recorded deaths for cancer. 
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Figures such as these indicate that increased effort is needed. Sir George Newman 
points out that the mortality rate is, even with our present knowledge, sub- 
stantially reducible. Until a few years ago, he says, interest in cancer was re- 
stricted to doctors, and the interest of the layman was restricted to the bad 
effects of the disease within the circle of his acquaintance. The layman felt a 
positive disinclination to discuss or even to mention the disease. This attitude, 
he thinks, is now disappearing so that through the natural reactions of the 
medical and non-medical members of the community it has become possible, to 
the common advantage, for the disease to be as freely discussed as tuberculosis. 


CONSULTATIONS 


I venture to assert that the detection of early cancer is not a one-man job. 
It may require the co-operation of the patient, the family doctor, the specialist, 
and the pathologist. It may be impossible even then in some cases. ‘The public 
should learn to distrust the family doctor who pretends to omniscience and is 
unwilling to share responsibility in difficult cases. In medical matters breadth 
and depth of knowledge are both necessary, but the qualities cannot be com- 
bined in one person. The captain of a salvage ship, having located a wreck, 
must call in the expert diver to explore it. In just the same way the treatment 
of a patient with cancer is a salvage operation requiring the combined effort of 
the family physician and the specialist. 


CONCLUSION 


I have not attempted to conceal my opinion that, at any rate in England, 
direct public propaganda will play a secondary and relatively unimportant part 
in the control of cancer. Public education in cancer matters is a problem in 
psychological reaction to a given stimulus and must be solved in each country 
in the way best adapted to the national character. There is, unfortunately, no 
standard work on international psychology, though if such a work existed it would 
probably be more useful than the League of Nations. For the present, each 
country must find out the methods which suit it best. 

To ignore unpleasant facts which menace the future only is an English 
weakness. My countrymen retain throughout life the schoolboy’s power of 
shutting the mind against unpalatable information. The indifference which, 
before the War, met Lord Roberts’ campaign in favor of national military service 
is a case in point. This national trait is the greatest obstacle which cancer con- 
trol in England will have to meet. It must overcome, not merely indifference, 
but the kind of resentment that the would-be suicide feels when his life is saved 
against his will. Our people react well to an immediate danger but not to a 
contingent one. The difference may be illustrated in figures by contrasting the 
results of an appeal for funds to arrest the subsidence of the dome of St. Paul’s 
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Cathedral, with those of a very ably conducted and costly appeal about the 
same time to raise money for cancer research. The former effort produced in a 
few weeks £250,000, but the British Empire Cancer Campaign has hitherto, 
over a period of two years, secured only about £100,000. The English too are 
never disinclined for a gamble with Fate nor inclined to worry about the risks 
of life, regarding it as at best a dangerous business. When our Minister of 
Health announced in Parliament recently that 1 person in 7 of 30 years of age 
or over would die of cancer, I fancy most of his hearers reflected that, after all, 
favorable odds of 6 to 1 are good enough in this uncertain world. 
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THE ORGANIZED MOVEMENT AGAINST CANCER 
IN FRANCE 


By Proressor HENRI HARTMANN, Paris, FRANCE 


Director, Anti-Cancer Center of Paris; Professor of Surgery, University of Paris 


NTIL within a few years the campaign against cancer in France had 
been the object of only a few isolated efforts of individuals who were 
moved by a sentiment at once charitable and religious. The first refuge 

for cancer patients was created at Rheims in 1740 by Canon Godinot; one 
century later, in 1842, Madame Garnier-Chabot founded at Lyons the Associa- 
tion of the Ladies of Calvary, a work which had a twofold end in view; first, 
to bring together widowed women in one great family for consolation through 
the exercise of charity toward poor sick persons and, second, to give free care 
in its hospital to unfortunate women afflicted with open cancers requiring dress- 
ings, cases that could not be cared for in hospitals because they were incurable. 
After the original establishment at Lyons, Calvaries were subsequently created 
at Paris, Marseilles, St. Etienne, and Bordeaux. 

These Houses of Calvary gave excellent care to the sufferers, but they were 
in any case only charitable institutions where no attempt was made to study 
cancer or even to treat it medically, and where the chief concern was to render 
more endurable the existence of unhappy women suffering with ulcerous cancers. 

Récamier was the first to create, in 1899, at St. Michael’s Hospital, a little 
refuge, St. Vincent’s Asylum, where it was not enough to give beds to the 
patients and to dress their sores, but where an attempt was made really to 
treat and study cancer, thanks to the addition of a laboratory to the hospital 
wards. The generosity of Madame A. Dérouléde made it possible to enlarge this 
small hospital and to bring the number of beds up to thirty. The Administra- 
tion of Public Aid at Paris had, for its part, merely set apart a few wards for 
inoperable cancer patients at the Salpétri¢re, at Bicétre and at Brévannes. In 
fact, practically nothing had been done. 

However, in 1892, Verneuil and Duplay had tried to create a movement 
for cancer control by founding a league, but this disappeared almost immedi- 
ately after its foundation. The idea was taken up 15 years later by Poirier and 
Henri de Rothschild. In 1908 there was definitely started under the presidency 
of Bouchard, with Pierre Delbet as general secretary, the French Association 
for the Study of Cancer, the object of this Association being to study cancer and 
to seek means to control it. Its activities were to embrace: (1) the carrying out 
of research work and the publishing of articles about cancer; (2) the organizing 
of laboratories, dispensaries, hospitals, etc.; (3) the offering of subsidies and 
prizes to authors of works worthy of interest. 
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Practically, this was and is still today an association predominantly scientific, 
which seeks to centralize cancer activities and to provide monthly meetings at 
which interesting papers are read. At the present time it is managing an impor- 
tant publication, an atlas of the pathology of cancer, which reproduces at each 
point preparations that have been carefully controlled. Taken up almost entirely 
with the scientific side of questions, it has not reached the point of creating in 
France any true movement of cancer control. 


THE REAL BEGINNING OF THE CANCER CONTROL MOVEMENT 


Such a movement has been undertaken by a league, the founder of which 
was a woman, Madame Dr. Fabre. In 1917, when the war was still raging, she 
called a meeting of a number of Frenchmen, including Professors Achard, Borrel, 
Gilbert, Letulle, Hartmann, and Roger, together with a certain number of 
representatives of the English and American colonies in Paris. On December 13, 
1917, at a meeting held at Professor Hartmann’s house, it was decided to form 
a League against Cancer. This League was immediately joined by Professor 
Mark Baldwin, Messrs. Laurence V. Benet, Walter Berry, Wythe Branch, 
Major Lambert, Sir John Pilter, Schoninger, Madame Mildred Bliss and Lady 
Hearn, as well as by a large number of prominent French persons, the Duchess 
of Uzés, Mme. Eugéne Simon, Dr. Henri de Rothschild, and others. 

Lord Bertie of Thames, the English ambassador, and his Excellency William 
Sharp, United States ambassador, M. Leclainche, inspector-general of the 
Veterinary Service, M. Mesureur, director general of Public Aid, Professor 
Roger, dean of the Faculty of Medicine of Paris, and Dr. Roux, director of the 
Pasteur Institute, gave it their patronage. Since, therefore, from its very begin- 
ning this League contained representatives of three great allied Powers, it took 
the name of “The Franco-Anglo-American League against Cancer.” 

The League was definitely founded on March 14, 1918, at a meeting held 
at the Faculty of Medicine and its presidency was offered to M. Justin Godart, 
who was at that time under-secretary of state of the Health Service to the 
Minister of War, who had some time before showed the interest that he felt in 
the question of cancer by creating four centers for military cancer patients, two 
at Paris, one at Lyons, and one at Bordeaux. 

From this moment the campaign was begun, and the general public con- 
sented to become interested in the question of cancer. Conferences were held 
in the most various classes of society, at the Lyceum and at the Sorbonne by 
Professor Hartmann, at the Red Cross Societies by Professor Roussy, at meet- 
ings of the League by Professors Regaud, J. L. Faure, Ledoux-Lebard, and 
others. 

Instructive tracts were published and distributed by the hundreds and 
thousands, some addressed to the general public and some to doctors. A poster 
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was prepared and sent into all the communes of France by the National Office 
of Social Hygiene. 

At the present time the League is publishing in the French medical journal 
of widest circulation, the Presse Médicale, a series of short articles written 
exclusively from a practical point of view upon the early diagnosis of the different 
forms of cancer. 

Communications have been made by wireless telephony. In order to facili- 
tate the task of those holding conferences, the League has prepared a collection 
of instructive films which it has placed at their disposal, seeking to interest 
doctors and the laity in the question of cancer. 

All these efforts have not remained without success, and under the prompting 
of the League we have seen created, in the different regions of France, various 
leagues against cancer: in 1922 the Lyons Association for the Campaign against 
Cancer, in 1923 the League of Burgundy against Cancer, the Anti-cancer Depart- 
mental League of the Maritime Alps, the League of the. Department of Loire 
and Cher, the Regional League of the West, the Association of Bordeaux and 
the Southwest: in 1924 the Algerian League against Cancer, the Committee of 
Defense for Aveyron, the Regional League against Cancer of Tarn and 
Garonne, the Departmental Committee of Gard, and the Montpellier Association. 

The public authorities for their part also took action. On March 26, 1921, 
the Municipal Council of Paris, following a report by Dr. Calmels, put at the 
disposal of the Administration of Public Aid a credit of 2,500,000 francs for the 
purchase of two grams of radium bromide and decided to establish services of 
radium therapy in a certain number of Paris hospitals, attaching them to surgical 
services already existing. The first two services thus created were that of the 
H6tel-Dieu (Professor Hartmann) and that of the Tenon Hospital (Associate- 
Professor Proust). To each of these services were attached three technicians, 
one for X-ray therapy, one for radium therapy, and one for pathology, in view 
of the fact that the need seemed established for the examination of biopsy speci- 
mens and for experimental research on cancer. The following year, in 1922, at 
the opening of the general assembly of the Franco-Anglo-American League, over 
which he was to preside, M. Strauss, minister of Public Health, undertook to 
organize the campaign against cancer officially. By a decree dated May 31, 
1922, he appointed a Commission having for its object the co-ordination of all 
work and effort with regard to the etiology of cancer, its pathogeny, its clinical 
study, its therapeutics, and its prophylaxis. This Commission, under the general 
presidency of Professor Quénu, was divided into five sections: (1) experimentation, 
pathogeny, and comparative pathology—president, Professor Letulle; (2) etiology 
and demography—president, Dr. Pottevin; (3) human pathology and clinical 
study—president, Professor Delbet; (4) therapeutics—president, Dr. Tuffier; (5) 
assistance, prophylaxis, and propaganda—president, Professor Hartmann. 
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THE CREATION OF THE ANTI-CANCER CENTERS 


Upon a report brought in by the late Professor Bergonié, of Bordeaux, the 
Commission proposed by unanimous vote the creation of regional centers for a 
campaign against cancer, and defined the conditions under which such centers 
should be instituted. Almost immediately M. Strauss undertook the realization 
of the aims expressed by the Commission, which he had drawn up. In a circular 
letter dated November 25, 1922, he called the attention of the public authorities 
to the imperative necessity of organizing the campaign against cancer through- 
out the whole nation, and arranged the conditions for the creation of regional 
centers against cancer. These centers were not to be hospitals for incurable 
cases, but centers for treatment. The minimum number of beds was to be 
twenty. Each center was to receive for consultation the greatest possible num- 
ber of patients, was to give the greatest possible number of sessions of X-ray 
and radium treatment, was to perform palliative or curative operations with- 
out delay, and was to send the patients thus treated to their homes and their 
families with the instruction that they were to return at a date fixed by the 
director of the center or his assistants. It was to contain three pieces of ap- 
paratus for deep X-ray therapy, functioning with at least 200 kilovolts and 
provided with every device for protection and security. The installation of this 
equipment was to be such that the apparatus could not endanger the health 
of the nurses or doctors called upon to use it, even though employed continu- 
ously all day long. 

The endowment of radium for each one of these centers was to be at least 
200 mgm. of radium element. With this minimum figure the functioning of the 
center would be assured at the outset, though it would no longer be so when 
cancer patients should come in greater numbers to seek the same relief that 
others had obtained. 

All the resources of surgery were to be available. It must be possible for 
patients to be operated on, either in the attached surgical center or to be sent 
back for operation to the surgical service from which they had come. 


FORM OF ORGANIZATION OF THE CENTER 


In each anti-cancer center the treatment of the patients was to be assured 
as follows: 

1. A clinician and a pathologist were to determine by a biopsy specimen the 
nature of the cancer to be treated. 

2. A surgeon was to take charge of any curative or palliative operations that 
should prove necessary. 

3. A medical man with a complete understanding of deep X-ray and radium 
therapy was to have the direction of these applications. 
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4. A physicist was to be on hand who could, either continuously or from 
time to time, serve as a consultant with regard to the use of instruments for 
treatment or measurement. 

The directorship of the Center against Cancer was to be given to one or 
another of these experts, without such directorship diminishing in the least the 
value of the advice of collaborators who might be called into consultation in 
difficult cases. 

The auxiliary personnel (electricians or nurses) is to be chosen with care and 
after particular tests, the rdle of the individuals composing it being the more 
important from the fact that they would have to handle powerful instruments, 
both fragile and costly. 

The idea was, in short, to extend to all France an organization similar to 
that created in Paris in 1921. A credit of 6,000,000 francs voted by Parliament 
in 1922 permitted the immediate purchase of radium. Centers were rapidly 
established at Lyons, Bordeaux, Toulouse, Montpellier, Nancy, Strasbourg, 
Nantes, Rennes, Angers, Marseilles, and Rheims. Requests for anti-cancer 
centers came from a large number of other cities, but had to be refused for lack 
of money. When the Cancer Commission was consulted, it expressed the wish 
that the creation of centers should be authorized only in those cities where 
resources already existed, not only in the matter of experts but also in material 
equipment -conditions which, apart from a few rare exceptions, are not found 
in combination except in cities where a center of medical teaching exists. So 
it was decided that no center should be created outside of a city that was not 
already the seat of a faculty of medicine. This measure has not prevented 
the creation of anti-cancer centers in towns without a faculty or school of medi- 
cine, but such centers are not official and cannot participate in Governmental 
grants. 

In the region of Paris the establishment of centers has been important. In 
addition to a departmental center at Villejuif, there exist at Paris, in the hos- 
pitals depending on public aid, 6 centers against cancer: the Hétel-Dieu, the 
Lariboisiére, the Necker, the St. Antoine, the Salpétriére, and the Tenon. 

Among these different centers there have been distributed 2.855 grams of 
radium element, as follows: 
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For deep X-ray therapy these centers against cancer have at their disposal 
18 pieces of apparatus and 24 tables for treatment. 
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Number of Number of 
Hospitals pieces of tables for Observations 

apparatus treatment 

St. Antoine.......... 3 3 

Lariboisiére.......... 2 3 

i ee 2 3 

Salpétriére... ..... 2 3 Constajnt tension apparatus! 

Hotel-Dieu.......... I 2 

see I 2  Consta|nt tension apparatus’ 





'The constant tension apparatus of the Gaiffe type, like those of the Casel type, can be used with two treatment tables for 
a single generator. 


From the point of view of hospitalization of the cancer patients the general 
Administration of Public Aid at Paris has similarly made an effort. Whereas 
before the war it had made special provision for only 42 beds for cancer patients 
(18 for men at Bicétre and 24 for women at the Salpétriére), at the present time 
(without counting those cancer patients receiving hospital treatment in the 
general medical and surgical services) it has at its disposal 333 beds which are 
theirs exclusively, 214 for those who can be helped by X-ray or radium treat- 
ment, and 119 for incurable cases. To these may be added a certain number of 
incurable cancer cases in persons of advanced age who are cared for in hospitals 
for aged people: at the present time there are 44 of these at the Salpétriére. 


SOCIAL SERVICE AND FOLLOW-UP WORK 


To the various anti-cancer centers of the Paris region there is attached a 
social service which is carried out by 80 lady visitors, all volunteers, belonging 
to the Franco-Anglo-American League. Some of these visitors belong to the 
hospital service. These women bring to our patients a moral support, helping 
and encouraging them in a thousand ways. They are also present at consulta- 
tions, where they fill out for each patient a social record card which permits of a 
follow-up after he leaves the hospital. This record which, as a medical indication, 
mentions only the site of the disease and the dates of the interventive measures 
carried out, is further continued by other visitors in the home, the patients being 
allotted to them no longer according to the hospital but according to the quarter 
of the city. More than nine thousand patients have already been followed up by 
our visitors, who, besides deciding what help shall be given to the ex-patients and 
also to their families, follow the progress of each case and thus permit the doctor 
to find it again when he wishes to study the late results of the various treatments. 


THE RADIUM INSTITUTE 


Certain centers have reached a considerable importance. Such is the center 
of the Radium Institute, the most important of all those existing today in 
France. Depending at the same time on the University of Paris and the Pasteur 
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Institute, this Institute, whose construction was begun before 1914, was not 
finished until after the end of the terrible war which we had to undergo. It con- 
tains two parts: a laboratory where Madame Curie carries on physical and chem- 
ical research work, and a center for the treatment and study of cancer, directed 
by Professor Regaud. 

In the first of its buildings, the Henri de Rothschild Pavilion, are a receiving 
bureau and the record office, a service of general and private consultation, a 
hall for meetings, a service for applications of radium therapy (consisting of a 
laboratory for preparation and rooms for treatment), rest rooms for the patients, 
and laboratories of pathologic histology, bacteriology, haematology, an.1 photog- 
raphy. In the second building are the X-ray apparatus, a room for X-ray diag- 
nosis, and the work-rooms. 

The Radium Institute, besides having 2.50 grams of radium which Madame 
Curie uses in her experiments (1.50 grams prepared by the Curies, and 1 gram 
presented by American women), possesses 2 grams of radium of its own and 
has in addition 5 more grams at its disposal which have been lent to it by the 
Mining Union of Haut Katanga. The number of units of X-ray apparatus is 
6, with 8 places for treatment. The personnel is composed of Professor Regaud, 
director; M. Lacassagne, sub-director, and Messrs. Octave Monod, Coutard, 
Richard, and Pierquin, in charge of the radium and X-ray therapy, with M. 
Roux-Berger for surgical interventions, M. Wolfrem for urology, M. Hautant 
for otorhinolaryngology, M. Grigomoff for pathologic histology, M. Lavedan 
for hematology, and Messrs. Muternilch and Vinzent for bacteriology. Besides 
these laboratories for examination, which form an integral and necessary part 
of the therapeutic services, the Institute has also a laboratory of physics and 
radiologic technique, directed by M. Ferroux, and a laboratory of experimental 
histology, in charge of Messrs. Jolly and Sammssonow. ‘This personnel gives 
its full time to the Institute. 

Up to 1925, 7,431 patients had come for consultation to the Institute and 
2,625 had been treated; 6,756 histologic examinations were made and more 
than a thousand bacteriologic, hematologic, and serologic examinations car- 
ried out. 

The weakest part of the organization is on the side of hospitalization: the 
Institute has only 18 beds for the poor at the Pasteur Hospital and 20 beds in 
a private sanatorium. A subscription is at the present time being opened by 
the Curie Foundation for the creation of a real hospital as an annex to the 
Institute. The Franco-Anglo-American League has just contributed 100,000 
francs to this subscription. If the project materializes, as we hope, there will 
be in this institution one of the most important centers for the treatment of 
cancer and for scientific research. Numerous works already published, both 
scientific and practical, establish the importance of this center. 
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Nor is the teaching service neglected. Two series of courses are given here 
every year. In addition, both French and foreign doctors are admitted up 
to the number of 4 at maximum, and on the understanding that they are 
to remain from 4 to 6 months. 


CENTERS FOR STUDY 


Two other centers of study are at present in process of construction: the 
Bergonié Foundation at Bordeaux, and the Institute for Research and Treat- 
ment of Cancer, just established at Villejuif in the Paul Brousse Hospital. The 
latter, under the direction of Professor Roussy, is attached to the Faculty of 
Medicine of Paris. It has two sections. One of these, the scientific, installed at 
the Faculty of Medicine, contains research laboratories (pathological anatomy 
and physiology, physicochemistry, biological and serological chemistry), as well 
asa museum and a library. The other section is concerned with hospitalization 
and is represented by the Anti-cancer Center of the suburbs of Paris, at the 
Paul Brousse Hospital at Villejuif. 

A foundation has been created with a view to bringing together the necessary 
capital for the erection of buildings at the Paul Brousse Hospital upon land 
granted by the General Council of the Department of the Seine to the Faculty 
of Medicine. After these buildings have been erected, the laboratories, museum, 
library, and hospital wards will all be brought together into one place. 

As can be seen by the account that we have just given, if France was late 
to enter into the campaign against cancer, she has in recent years made a very 
considerable effort. It is permissible to say at the present time that the cam- 
paign is really organized. 
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THE ORGANIZATION AND PRACTICAL WORKING OF THE 
CENTERS AGAINST CANCER IN FRANCE 


By Proressor LEON BERARD, Lyons, FRANCE 


Director of Anti-Cancer Center at Lyons; Professor of Surgery, University of Lyons 


N view of the fact that the general question of the “Objects and Methods 
of the Organized Movement against Cancer in France” has been assigned 
to my colleague, Professor Hartmann, for treatment, I shall confine myself 

in this paper to a consideration of the matter indicated by its title, without 
sketching any historical outline. 

However, for a proper understanding of the subject I must recall that the 

minds of the French people had been prepared for the idea of anti-cancer 
centers— 


1. By the creation in 1908 of the French Association for the Study of Cancer, a 
society for research and scientific discussion, of which Professor Bouchard was president. 

2. By the establishment in 1918 of the Franco-Anglo-American League for the 
Control of Cancer, presided over by the chief minister of Public Health, M. Justin 
Godart. This latter foundation was directed more especially toward the social anti-cancer 
campaign in accordance with the same principles as those of the American Society for 
the Control of Cancer. 

3. By the organization in 1919 of the services of the Radium Institute, attached to 
the Pasteur Institute and directed by Professor Claude Regaud. 


HOW THE ANTI-CANCER CENTERS WERE CREATED 


The creation in France of regional anti-cancer centers was decided upon in 
1922 by the minister of Public Health, M. Paul Strauss, at the request of the 
Cancer Commission which he had founded the same year.! This Commission, 
composed of eminent physicians and surgeons, and persons belonging to the 
Pasteur Institute, the Faculty of the University, and the Government, under 
the presidency of Professor Quénu, had for its purpose the co-ordination of all 
undertakings and efforts related to the etiology, pathogenesis, clinical study, 
therapeutics, and prophylaxis of cancer. It was at a sitting of this Commission 
on November 17, 1922, that Professor Bergonié of Bordeaux made an address 
on the subject of the creation of regional anti-cancer centers, the idea of which 
he was the first to formulate. Himself already a victim for several years to 


‘At the close of the war (1919) there had already been organized in the large cities, such as Paris, Lyons, and Bordeaux, under 
the name of Anti-Cancer Centers, services under which all combatants and mobilized men affected with cancerous diseases were 
grouped together and cared for. I should say, also, as a Lyonnaise, that as far back as the beginning of the eighteenth century 
the } oe ademy of Belles Lettres, Sciences and Arts of Lyons had opened the field for an anti-cancer campaign by proposing a 
prize for an essay on the following subject: ‘Research as to the Causes of the Cancer Evil, with a View to Determining Its 
Nature, Its Effects, and the Best Means of Controlling It.” 

It was also at Lyons, in 1842, that a young widow, Madame Garnier, founded the admirable work of Calvary, by receiving 
in her own home two moribund cancer patients who had no other refuge. Aided then by several other widowed women she 
dedicated herself to the care of women suffering from incurable cancer, giving them at the same time the consolations of religion 
and of the most sisterly love. At the present time the Hospital of Calvary has at its disposal in Lyons 150 beds for women 
suffering with incurable cancer, and the Hospital of the Cross, created in the same spirit in 187%, for men, has 60 beds. More 
than 10,000 cancer patients have been given hospital care up to the present time in these two establishments, which have served 
as models for all the other Calvaries founded later in France and other countries—for instance, the admirable foundation of 
Mother Alphonsa Lathrop in the United States. 
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radiologist’s cancer, which had finally necessitated the amputation of his right 
arm after he had undergone a number of minor mutilating operations, Bergonié, 
a model of stoicism and civic virtue, spent all the time which his suffering 
permitted in directing the campaign against this terrible disease of which he 
knew he would never be cured. 

It was his desire that throughout French territory physicians and patients 
should be thoroughly instructed with regard to the following subjects: 

1. The sanitary and hygienic measures that are capable of decreasing the frequency 
of cancer; also the dangers of syphilis, tobacco, alcohol and all infections and chronic 
irritations, as agents that may produce cancer or predispose to it. 

2. The means of ferreting out and treating precancerous lesions before they become 


malignant. 

3. The means of diagnosing neoplasms as early as possible after their appearance 
and of treating them with the maximum chance of success. 

To attain these ends Professor Bergonié gave the name of “Regional Anti- 
Cancer Centers” to his organization in the various university cities where instruc- 
tion was already given in medicine. The various services of these centers, 
arranged in close co-ordination, were to have a twofold purpose: (1) to study 
the problem of cancer, and (2) to assure the treatment of cancer patients by 
the most scientific methods. 

Upon motion of Professor Bergonié the following resolution was adopted: 

With a view to arranging the conditions for the establishment, functioning, and 
maintenance of regional] anti-cancer centers close to the principal medical faculties of 
France, the Cancer Commission asks the Government to make the necessary appropria- 
tion for the immediate creation of these centers. It begs the General Councils and 
Municipalities to set aside the necessary funds to cover the expenses of an organization, 
including the purchase by each center of at least 200 milligrams of radium element, 
and of 3 pieces of apparatus for deep X-ray therapy. 

With this end in view a ministerial circular letter was addressed to all the 
Prefects on November 25, 1922, and steps were taken at once to carry out this 
program.' 

Thus it came about that the 13 centers were created, each one including 
a number of departments according to its importance: 


City Date of establishment Director 
Prof. Bergenié until 1925, 
Bordeaux April 17. 1923 then 
Prof. Sabrazes 
Toulouse June 4, 1923 Prof. Marie 
Lyons August 10, 1923 Prof. Bérard 
Montpellier October 26, 1923 Prof. Forgues 
Strasbourg November 19, 1923 Prof. Gunsett 


! This was at the time when great hopes, which have not been altogether realized, were placed upon deep X-ray treatment 
and when radium was being used chiefly in small amounts in fractional doses. It became necessary to endow each one of the 
centers with more than one gram of radium. 
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City Date of establishment Director 

Nancy March 13 1924 Prof. Vautrin 

Rheims March 26, 1924 Prof. Baud 

Nantes March 29, 1924 Prof. Gauducheau 

Rennes April 30, 1924 Prof. Marquis 

Angers July 5, 1924 Prof. Papin 

Marseilles October 12, 1925 Prof. Reynes 

Paris October 28, 1925 (the officer-in-charge of the 
service takes the place of 
director) 


Suburban Paris, 
Villejuif December 14, 1925 Prof. Roussy 


At Paris the Radium Institute, which is a part of the Pasteur Institute 
and is directed by Professor Regaud, had been since 1919 an important center 
of study and treatment. For Paris and its suburbs, the regulations of the 
Ministry of Public Aid made it difficult to create other autonomous founda- 
tions similar to those of the Radium Institute and the anti-cancer centers of the 
provinces. This is why it was decided to install at Once in the hospitals of 
Paris 6 Services of Clinical Therapeutics of Cancer, distributed as follows: 


1. The Tenon Hospital Dr. Proust 

2. The Hétel-Dieu Prof. Hartmann 
3. The St. Antoine Hospital Dr. Lapointe 

4. The Necker Hospital Dr. Robineau 
5. The Lariboisiére Hospital Dr. Labbé 

6. The Salpétriére Dr. Gosset 


The Hospital of Brévannes (Dr. Renaud) received incurable cases of cancer 
and those patients, already treated, who were awaiting a second application 
of X-rays or radium. 

Then, quite recently, in 1926, there has been founded at Paris a Cancer 
Institute, at the head of which Professor Roussy has been placed as director. 


THE ADMINISTRATIVE ORGANIZATION OF THE CENTERS 


The Administrative Council is charged with looking after the interests of 
the center, the budget of which is, in principle, attached to that of the faculty 
or school of medicine near by. Without there being any absolute obligation, 
certain centers depend for their budget on the Departmental Council of Public 
Health. 

The directors and chiefs of service are chosen by the minister of Public 
Health, upon the recommendation of the Councils of Administration, after he 
has conferred with the faculty or school near the center. In a general way the 
personnel includes four chiefs-of-service, from among whom the director is 
chosen: of these chiefs one is a surgeon, one a clinician and pathologist, one 
a radiologist, and one a physicist. Each service is provided with laboratories. 
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According as the director is a surgeon, clinician, radiotherapist, pathologist, 
or physicist, the scientific orientation and the therapeutic methods of the 
various centers may differ from one another to a considerable extent. It is my 
personal opinion that the director should be first and foremost a clinician. 


VARIOUS IDEAS AS TO THE ORGANIZATION OF CENTERS 


A. As regards the Lyons Center, the organization that has been adopted 
is as follows: 


In the Section of Therapeutics, which is under our directorship and is annexed to 
our Surgical Clinic at the Hétel-Dieu of Lyons, we have as collaborators: Associate 
Professor Santy, Associate Professor Dunet, and Dr. Colombet, for surgical inter- 
ventions, biopsies and radium application; Dr. Malot, monitor of the Clinic, for treat- 
ment with X-rays; Dr. Tellier, in charge of courses at the Faculty of Medicine, for 
stomatology and dental prosthesis; Dr. Sargnon, for endoscopy. 

In close association with the therapeutic section the following services have 
been organized: 

1. Diagnosis and histologic control, and cytologic study of tumors, under Professors 
Paviot and Policard,’in their respective laboratories of pathologic anatomy and 
histology at the Faculty of Medicine. 

2. The study of skin cancers and their relation to infections, under Professor 
Nicolas and Associate Professor Favre, in the Cancer Section of the Bacteriologic 
Institute. 

3. Biology, social hygiene, prophylaxis, demography, and statistics of cancer under 
Professor P. Courmont, at the Bacteriologic Institute of Hygiene of the Faculty of 
Medicine, and by Dr. Vigne, director of the Bureau of Public Health of the City of 
Lyons. 

4. Finally, a section of physics for the study of physical agents and the control of 
X-ray and radium apparatus is under the direction of Professor Cluzet and Associate 
Professor Nogier. 


In addition to our medical collaborators, assistants, chiefs of clinic, internes, 
students, licentiates, and official preparers of the various services, all of whom 
take part in the work of the center, most of them without special compensation, 
it was necessary to engage and appoint: (1) two new assistants to prepare sec- 
tions for biopsy and to make microscopic examination; (2) two secretaries to 
correspond with patients and administrative authorities, to gather statistics and 
record observations; (3) a technician and an orderly to manipulate the X-ray 
apparatus. 

The hospitalization of patients has been arranged in the following manner, 
with a view to keeping them as far as possible in ignorance of the nature and 
gravity of their affection: 

1. All those who have need only of surgical treatment are left in the general wards 
of the clinic, or simply isolated in special rooms if they are cases involving a preter- 


natural anus or with offensive ulceration. Incurable cancer patients are transferred to 
the two hospitals of Calvary, the origin of which we have referred to above. 
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2. Patients treated by radium and carrying costly forms of apparatus which it is 
necessary to watch closely are grouped in several small isolation wards which have a 
total capacity of 15 beds. 

3. Two wards of 15 beds each receive ambulant patients before they are treated 
with radium or while they are undergoing treatment with X-rays. 


The Lyons Center has at its disposal 1.30 grams of radium and 3 pieces of 
apparatus for deep X-ray therapy. 

A daily charge of some 20 francs per patient, at the present rate of exchange, 
is made by the City Hospital, with a supplement for the benefit of the center 
of 200 to 600 francs for patients who are in modest circumstances but not indi- 
gent, the amount varying according to the resources of each and the expense 
of special treatments with radium or X-ray. 

The advisory committee handling administrative questions consists of the 
following persons: the dean of the Faculty of Medicine, as president; the direc- 
tor of the center, as general secretary; two delegates of the City Hospital of 
Lyons; two delegates from the General Council of the Rhone; two delegates 
from the Municipal Council of the City of Lyons; two delegates from the 
Chamber of Commerce, and eight delegates from the Lyons Association for the 
Campaign against Cancer. 

As can be seen from the above enumeration, our Lyons Center has been in- 
stalled in places already in existence by utilizing the services, as well as the per- 
sonnel, of the Faculty of Medicine and such hospitals as might lend themselves 
to this adaptation with a minimum of expense. Thanks to the generosity of the 
Lyons Association against Cancer (a subsidiary of the Franco-Anglo-American 
League), of the municipality and of the Administration of the City Hospital of 
Lyons, we have been able to collect nearly 1,000,000 francs to equip and finance 
all the services of this center, whose annual budget reaches about 100,000 francs. 


B. But it was quite another plan which Professor Bergonié had in mind, in 
accordance with which the original anti-cancer centers were to be installed in 
quarters constructed especially for them, with a view to this kind of use and or- 
ganized with all facilities for cancer work. “‘It is necessary at the outset,” said 
Professor Bergonié, “to act on a large scale and with a definite end in view, if one 
wishes to do effective and, I may say, economical work. What is in fact more 
costly than halfway measures, narrow views, local provisions, insufficient labora- 
tories, and an over-worked and discouraged personnel? I have the vision of this 
dispensary and clinic for cancer rising like a monument, erected not far from the 
center of our large university cities and within easy reach of the main lines of 
transportation, with consultants coming in some cases from a great distance! 
I see this lofty monument—for the cost of land is high! —composed of several 
stories, of which the ground floor, reached by steps, will receive consultants and 
pupils (coming for instruction and advice), while the basement, above the ground 
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and well lighted by large windows, will house all the equipment for radium and 
deep X-ray therapy, with the beam of X-rays of each apparatus directed vertically 
toward the ground in order to eliminate all danger of injury. 

“On the first floor above the ground floor will be the laboratories: the surgical 
laboratory will adjoin the physical, and the chemical will adjoin the pathological, 
etc. There will be operating rooms both for homo sa piens and for his lower brethren. 

“ Above the laboratories will be the wards for patients, with about 60 beds in- 
cluding isolation wards; still above these will be the dining room and living quar- 
ters of the personnel, for there will be, according to the American expression, not a 
few ‘full-times,’ both among the superior assistant personnel and the secondary 
assistants.” 

At the price today of building construction such an equipment, comprising all 
the necessary rooms for consultation and treatment, all the laboratories, with a 
hospital of 60 beds—that is to say, able to house 60 patients and 30 assistants, 
internes, orderlies and nurses—would cost at least eight to ten million francs 
for building and equipment. The annual budget of such a center would reach 
more than 1,600,000 francs and the price for hospitalization would exceed 60 
or 80 francs a day. Yet this is what Professor Bergonié wanted to realize at 
Bordeaux and what our colleagues at Toulouse and Nancy equally had in view. 

Unfortunately, organizations so perfect and so admirable in principle would 
run the risk of remaining unfinished. In our country, bruised by war and con- 
demned for a long time yet to submit to forced economies, it is important to secure 
a maximum of useful return for the minimum of expenditure. 

Besides, we ask, is it the part of wisdom to engage in such considerable ex- 
penses for the construction and installation of services that are, so to speak, a 
finality, when our ideas and therapeutic methods may change overnight? 

The very first thing necessary is to dedicate our resources, which are so limited, 
to keeping the centers alive and productive. Let us not forget that the annual 
expenses of running a complete center, even while utilizing to the maximum the 
organizations that are already in existence, will reach 200,000 or 300,000 francs, if 
we wish to pay what they deserve to all workers of whom we demand full-time 
service, if we acquire and maintain the necessary apparatus and equipment, and 
meet the expenses of the laboratory annexes. 

Now, up to this time the anti-cancer centers have had only uncertain means at 
their disposal. In 1924, upon motion of Minister Strauss, the Government voted 
a credit of 6,000,000 francs to purchase the radium that was indispensable to the 
equipment of the centers (some 7 gm.). Then an appropriation of 2,000,000 francs 
was made for their organization, management, and equipment. 

The same appropriation of 2,000,000 francs has been written into the budget 
of 1926. This will not be sufficient, since nothing has been provided for paying the 
personnel. 











BERARD: ANTI-CANCER CENTERS IN FRANCE 45 


The regional centers continue to live only by virtue of aid granted by the 
Departments and Communes under whose jurisdiction they happen to be, and 
thanks to voluntary contributions given by private individuals. 

RESULTS ATTAINED 

However, most of these precarious foundations are already rendering the 
service which was expected of them. 

So far as the single Center of Lyonsis concerned, there were cared forin 1924 and 
1925 more than 850 patients, 735 of whom were brought to the free clinics which 
were held twice a week before doctors and students. Nearly 600 of these patients 
have been received into our services or into those of the Hospitals of Calvary. 

More than 1,500 examinations of sections from biopsy or operative material 
have been carried out in the laboratories of the center, both for ourselves and for 
the surgeons of Lyons and the surrounding region. 

More than 200 preparations of serums and vaccines have been placed at the 
disposal of patients suffering with neoplastic affections or associated infections. 

The permanent control of tubes of radium and of X-ray apparatus used in the 
center has been assured. 

Work has been done upon experimental tar cancer (Dunet), upon cancer pro- 
voked by ingestion of cancer products (Arloing and Jusserand), and upon the 
culture of cancer cells (Policard). 

Meetings have been held and posters placed in the town-halls, schools, post- 
offices, and banks to make the public understand the first signs of cancer, to 
recommend to all persons over the age of 40 that they submit to an immediate 
examination by their physician as soon as they experience the least discomfort, 
and to call the attention of general practitioners to the conditions in which the 
best treatment can be instituted with the least delay. 

We have to admit, however, that the results are not yet in proportion to the 
efforts made, for several reasons: 

1. ‘The public authorities and private administrations have not yet fully under- 
stood the importance of this movement and have not given it the necessary en- 
couragement. A number of general councils and municipalities have not voted the 
appropriations that were expected from them, although the centers agreed to treat 
all poor persons free of charge, for an annual grant of 15,000 to 25,000 francs, 
according to the importance of the Department. 

2. Too often extra-medical influence, emanating particularly from parlia- 
mentary circles, has been exerted in an attempt to secure the creation, in cities 
that are without the necessary scientific elements, of foundations which would 
have nothing but a facade and before which the efforts of doctors and the con- 
fidence of patients would alike fall to the ground. The entire energy of the Cancer 
Commission and its spokesman, Professor Regaud, were required to make clear 
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the dangers of this excessive multiplication of centers, especially since numbers of 
cancer patients who need only surgical treatment can be operated upon correctly 
outside of the centers, and the treatment of most skin cancers, at least in the 
beginning, can be carried out by any competent radiologist with X-ray apparatus 
of limited power. 

3. The centers have not the legal status which would permit them to receive 
legacies directly or to possess an endowment. They must still remain under the 
budgetary protection of the medical schools to which they are attached, or be 
sheltered behind Councils of Public Health or incorporated charitable foundations, 
such as the Lyonnaise Association for the Control of Cancer, which up to the 
present time has served as financial trustee of the Anti-Cancer Center of Lyons. 

4. Finally, far too many patients and a good many physicians also are still 
ignorant of the conditions under which the therapeutic resources of the centers 
must be utilized, if an adequate return is to be obtained from them, and they do 
not understand the need of appealing to the centers with the least possible delay. 
In our country of individualism, people yield only slowly to new forms of disci- 
pline which seem to strike a blow at individual initiative. This is why far too 
many cancer patients are at first cared for at home and come to us only as a last 
resort. This is the reason, too, why in 1925, almost 30 per cent of those consulting 
our center were almost moribund and why more than 50 per cent of patients were 
in a stage where cure was already impossible because they had come too late. 

When the time comes that patients are more careful about their health; when 
adult subjects, even while apparently in perfect health, demand of their doctor as 
they do of their dentist a periodic examination which shall serve as a true inven- 
tory, with direct examination of all regions that are habitually affected by cancer 
(skin, mouth, digestive tract, genital organs, breast, etc.); when transillumination 
and palpation of mouth and vaginal and rectal exploration shall be regarded as in- 
dispensable parts of these examinations; when the discovery of a suspicious lesion 
by the doctor shall cause him to do a biopsy rather than to give specific test treat- 
ment; and when, finally, patients are willing to go without delay to surgeons, 
physicians, and radiological clinicians who seem to answer their needs, the number 
of cancer patients will diminish, for many precancerous lesions will be treated and 
cured. When cancer has actually set in, it will be possible to attack it and over- 
come it with chances of success whose proportion will surprise physicians and 
patients. 

It is toward these ends that we should direct our propaganda more and more 
actively, so that people may no longer regard the anti-cancer centers as courts 
that are to perform miracles or as the final destinations to which moribund people 
may come to finish out their miserable lives in a place of suffering and horrors. 

There is no better guide that we can take for our own program than that which 
the American Society for the Control of Cancer offers. 
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THE NEED OF SPECIAL INSTITUTIONS FOR INVESTIGATION 
AND TREATMENT OF CANCER AS COMPARED WITH 
OTHER METHODS OF DEALING WITH 
CANCER PATIENTS 
By Proressor T. MARIE, Toutouse, FRANCE 
Professor, Faculty of Medicine and Pharmacy of Toulouse; Director, Regional Anti-Cancer Center of Toulouse 


N order to show immediately the importance of the creation of these special 
institutions which constitute the regional anti-cancer centers, it suffices to 
call attention to the conditions that existed in France before they were es- 

tablished. ‘These may be summed up as follows: 

1. A double laboratory of research at the Pasteur Institute and at the University of 
Paris, consisting of a laboratory of scientific research, directed by Madame Curie, and a 
laboratory of biological and therapeutic research, directed by Professor Regaud. 

2. A society, the French Association for the Study of Cancer, where questions 
belonging to this subject were discussed. 

3. Anational League, the Franco-Anglo-American, which incommngnd the campaign 
by granting financial aid to various undertakings. 

4. Aseries of Calvaries organized in the principal cities of France for the hospitaliza- 
tion of incurable patients. 

Cancer patients were distributed among the different hospital services, skin 
cancers being assigned to the department of dermatology, and certain deep can- 
cers of the internal organs to the medical department, but most of these to the 
surgical department. Radiologists served merely to supplement the work of the 
surgeons. This scattering of the patients had the gravest of consequences; it 
caused that absence of method and especially of co-ordination of all the different 
therapeutic procedures which we have seen continued too long in our hospitals— 
each one, surgeon, physician, and radiologist, having a natural tendency to give 
preference to the form of treatment which he understood, and to exclude those 
forms which he understood little or not at all. 

Another result of this scattering of patients was the absence of all the pro- 
phylactic work so especially necessary in the control of cancer. No serious or 
methodical effort was made to call the attention of patients to the conditions that 
produce cancer, to the rapid spread of the disease to other parts of the body, or 
to the possibility of cure if operative methods are undertaken sufficiently early. 
Furthermore, in the absence of specialists and consultations outside of the hospital, 
patients who feared surgical operation lost valuable time before having recourse to 
medical advice. 

WHY THE CENTERS WERE CREATED 

The change of front that came about in the treatment of cancer when radio- 
active substances and deep X-ray therapy began to be employed has fortu- 
nately succeeded in modifying this state of mind and in making everyone, doctor, 
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surgeon, and radiologist, feel the pressing need of co-ordinating efforts and of 
defining accurately the indications for these different methods of procedure. 

The creation of regional anti-cancer centers had for its first result the realiza- 
tion of this co-ordination of efforts and this unity of action, the necessity of which 
the whole world was beginning to feel. They are, in fact, first of all administrative 
centers which function in close connection with one another and with the Minister 
of Public Health, who periodically arranges meetings of their directors where 
decisions can be made by all in common. In this way it has been possible to give 
a truly national character to the anti-cancer campaign in France. 

Thanks also to the very great moral influence which the anti-cancer centers 
exert in their communities, they have succeeded in obtaining from the general 
councils of the surrounding Departments important grants of financial aid, which 
have been added to those received from the Minister of Public Health. At Tou- 
louse the amount collected in this way already exceeds 850,000 francs, and it was 
not begun until 1924. 

The creation of these special institutions for regional anti-cancer work has 
been no less important in bringing about a much more complete and searching 
examination of patients and in assuring in this way a better result from the treat- 
ment chosen. What we should seek is not in fact an amelioration of cancer and its 
apparent cure for a few months, but its complete cure, which means the final de- 
struction of every cancer cell. In fact, if a single cell persists with sufficient vital- 
ity, this is enough to produce a recurrence. Malignant cells may be arrested in 
their multiplication and development for several months and may even regress, 
yet not be killed. This is why a permanent cure is as difficult as its apparent 
momentary cure is easy. 

txaminalion of patients should be made with a view nol only to diagnosis bul 
also lo prognosis and results of treatment. 

Pathologic examination is not only necessary before the beginning of treatment 
in order to determine whether the patient is suffering with cancer and, if so, with 
what form of cancer, but it must also be made during treatment, for the purpose 
of watching its effects, and after treatment, in. order to determine whether the 
destruction of cancer cells is complete and to avoid confusing a necrosis, due to 
excessive dosage, with a recurrence, due, on the contrary, to an insufficient dosage. 
Microphotographic reproductions of biopsy sections made at different periods 
should accompany the observation of the patients. 

There should also be made—before, during, and after treatment—clinical 
examinations, X-ray examinations, determinations of blood pressure, of the 
amount of hemoglobin, the blood count and resistance of blood corpuscles, the dif- 
ferential white blood count, the saline concentration of the blood, the study of 
urinary examinations and so forth, all of which constitute, along with biopsy, a 
complete examination of the patient. 
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The treatment which is chosen after this for each patient should take into 
account not only the results of the different examinations but also the experience 
acquired in the treatment of similar cases, the material resources available, and 
the experience of the auxiliary personnel which will be in charge of making the 
applications and supervising the results. These observations apply in much less 
degree to surgical interventions, the technique of which has long since been es- 
tablished and perfected in its smallest detail, than they do to the employment of 
radiations. Thanks to the continual improvements made in the material equip- 
ment for the deepest X-rays, and thanks to the ease with which radio-active sub- 
stances can be divided into small charges, whose weight value is accurately known, 
it seems as if treatment by radiation were readily available to the whole medical 
personnel, both physicians and surgeons. But this is only seemingly the case and 
is in fact far from being true. It is a fact that the number of factors, both bio- 
logical and physical, which are concerned in treatment by radiation is extremely 
numerous and an oversight with regard to the action of a single one of them oreven 
an inexact measurement is enough to change the result. Rational employment of 
radiation requires not only a particularly experienced person, one competent to 
establish what shall be the conditions of treatment, but also a staff of experienced 
assistants, who are careful and dependable. These individuals should be recruited 
with the greatest possible care. To establish a rational treatment by radiation, 
simple clinical experience is not enough, for the effect produced varies widely 
with the physical conditions of the action (the intensity of each focus, the form, 
direction, grouping, distance chosen, filtration, etc.). Clinical observation must 
even here be helped out by the laboratory, which makes it possible to establish in 
each particular case what is the intensity of the radiation acting on each point of 
the surrounding space. In the majority of cases it is useless to look for absolute 
values, which are always difficult to establish. In view of the fact that the radia- 
tions utilized in anti-cancer therapy always have very short wave lengths, which 
closely approximate one another, the relative values are in most cases sufficient, 
provided they are established with adequate care and precision. Experience has 
shown me the great importance of these measures in connection with therapeutic 
application, and I have sent your Society a long paper showing in detail the first 
results that I have obtained. 

The enumeration that I have just made of the conditions under which examina- 
tion and treatment of cancer patients have to be carried out suffices to show the 
need of special institutions for their realization. The surgical services, especially 
in provincial hospitals, do not possess an auxiliary personnel that has the neces- 
sary experience and specialized knowledge. The radiologic laboratories as a rule 
do their work a little apart and are often more interested in diagnosis than in 
treatment. What was needed was an organization in which the whole effort 
should be directed toward the anti-cancer campaign. ‘The essential purpose of 
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Fig. 1. Front elevation, Regional Center of Toulouse for Control of Cancer. 











the regional anti-cancer centers is scientific research, rational treatment of 
patients and educational work, of which I shall speak further on. 


THE ORGANIZATION AT TOULOUSE 


At Toulouse, from the beginning, the Council of the Faculty of Medicine and 
Pharmacy, on which we depend scientifically, decided that the Regional Center 
should be a co-ordinated undertaking under which all forms of hospital service 
(not only those depending on the Faculty but also those depending on the Ad- 
ministration of Hospitals) might participate on an equal footing. The same de- 
cision applies to the laboratories for teaching and scientific research which exist in 
the localities of the Faculty and the hospitals. This decision of the Council of the 
Faculty, which permitted the utilization for the anti-cancer campaign of the 
scientific and medical resources already at hand, has had a considerable practical 
importance, for it has made it possible to restrict new undertakings to those neces- 
sary for the filling of existing gaps. The new building which has been erected in 
the gardens of the Hospital of the Grave, the plans of which are attached to this 
paper (Figs. 1-7), is the regional administrative center and is at the same time the 
service charged with the treatment of cancer patients by radiation. It works in 
close association with the laboratories and clinical services of the Faculty and 
hospitals, so that there is no overlapping. The consultations are made in collab- 
oration with the six surgeons who take turns in having charge of the examination 
of the patients, and with the director of the Center, who has charge of the exam- 
ination and treatment by physical agents. The treatment which is chosen is thus 
established by common agreement when the examinations are finished. Surgical 
specialists are not called to every consultation but remain in constant co-operation 
with the director, as do also the physicians, who are always allowed to be present 
at the consultation and who often take advantage of this privilege. The co- 
ordination of all efforts, so desirable to render the anti-cancer campaign effective, 
is therefore realized at Toulouse in the most complete manner. The laboratories 
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Fig. 3. Plan of ground floor, Toulouse Center. 


of the new building, which are particularly organized for physical agents, are at 
the same time at the disposal of the chiefs-of-service of the hospital, because of 
the rather long distance from the site of the Faculty. 

I believe that I have demonstrated the very great importance of the creation 
of special institutions, such as are constituted by the French anti-cancer centers, 
from a three-fold point of view, that of administration, diagnosis and prognosis, 
and treatment, as compared with independent organizations represented by 
Services of Public Aid, hospitals and laboratories of research, which function 














52 CANCER CONTROL 








Fig. 4. Plan of first floor, Toulouse Center. 





Fig. 5. Plan of second floor, Toulouse Center. 


without strict co-ordination. What we have actually realized in France appears 
to me incomparably superior to the scattering of efforts, the disadvantages 
of which I have indicated in the first part of this paper and which is still the 
rule in many foreign countries. 


EDUCATION OF THE PUBLIC 


All that remains now is to examine a fourth question, namely, that of the in- 
struction and education of the public, which in my opinion is no less important 
than the other three. 
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lig. 6. Side view of Radiotherapy Department. 

















































































































Vig. 7. Longitudinal view of Radiotherapy Department. 
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Following the creation of the Regional Anti-cancer Centers and as a direct 
result of their creation, the medical teaching was intensified and scientific re- 
searches and publications became more numerous. Professors of various ranks 
and the students under them had their attention drawn to this question of cancer, 
which has become one of first importance today. From this fact an immediate 
advance was realized, for our medical students of today are our confreres of 
tomorrow, who will a little later be able to spread abroad propaganda, because of 
the enthusiasm which youth shows in the presence of new scientific advances. 
But such education of the public as might be accomplished in this way by the 
instrumentality of new physicians could not produce appreciable results until too 
far in the future, and it is of great present-day importance to address ourselves 
directly to the public, to physicians already practicing, to the classes that mold 
public opinion, to the personnel of the teaching force of all grades, to college stu- 
dents, to the ministers of the churches, to all, in short, who are in a position to 
bring to bear an effective social influence upon the public, in order to help us 
overcome existing errors and prejudices with regard to cancer, as a result of which 
patients come to us for examination and treatment too late. Complete statistics 
of those who are sent to the Toulouse Center to be treated by radiation show that: 


Thirty per cent are hopelessly incurable. 

Forty per cent are already in a condition in which generalization has become more or 
less advanced, and against which we struggle only feebly when we employ powerful 
means of action to obtain improvement or, sometimes (but not often), a particularly 
difficult cure. 

Finally, barely 30 per cent arrive in conditions that are favorable for effective 
treatment. 


It is necessary to improve these numbers by every means possible and to bring 
it about that the patient shall consult his own doctor or shall present himself to spe- 
cialists in the hospital for advice, the moment his fears begin. If the proportion of 
patients treated at the beginning of their disease were greater, there would be a 
twofold happy result: (1) a higher percentage of cures; (2) the possibility of treat- 
ing effectively a larger number of patients for the same amount of effort and 
expense. 

For example, a patient who at the beginning of his disease requires only a few 
milligrams of radium for his cure needs hundreds of milligrams a little later to 
secure a problematic result. This question of educating the public, in order to en- 
able them to understand the importance which attaches to early treatment, is 
at least as urgent as the question of increasing the efficacy of modes of treatment. 
To be able to treat a patient in all phases of his disease is always desirable, but 
it is of much greater importance for the public welfare that the patient shall be 
able to receive treatment at the beginning of his disease when cure is more easily 
possible. This is truer of cancer than of any other disease. Cancer always begins 
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as a local disease and its size increases only with time; the local appearance is 
often preceded by a special condition, the precancerous state, when cure is still 
easier. It is necessary, therefore, to act upon the public by all possible means and 
to make them understand its importance. The means are numerous and include 
posters, newspaper articles—especially in papers of wide circulation—pamphlets, 
meetings and, best of all, information sent to practicing physicians. 

At Toulouse I have already employed all these means. It has seemed to me 
that the conference, organized with great care, was the most effective. In the 
round of conferences that I hold every year in the region around Toulouse I 
arrange in every case the following preliminaries: I have an understanding with 
the Prefect, who invites all the administrative authorities, and with the Superin- 
tendent of Schools, who invites the teaching personnel of both primary and second- 
ary schools, the pupils of high schools (lyceums, colleges, and normal schools, for 
both sexes, the older pupils of the primary classes, etc.), and finally the ministers 
of the churches. Our meeting is thus attended by an audience of some five or six 
hundred persons who have been carefully chosen and who are capable of spreading 
certain ideas with regard to cancer and of combating errors and prejudices. The 
public at large is also kept informed by items in the newspapers. At the same time 
I sent to all the mayors of the communes of the Department or district a consider- 
able number of leaflets summing up the simple ideas that the public ought to be 
made familiar with. The fact that the mayors often ask me to send them more of 
these leaflets shows the efficacy of this last method. The results obtained in a 
very short time are quite encouraging. 

For this fourth question of the education of the public, the necessity for which 
is shown by daily observation, the only force that can act effectively and rapidly 
is a special institution, closely co-ordinated with the administrative authorities of 
the whole region and also with the service of public medical aid, and having by 
its university connections a direct influence upon the personnel teaching the 
various grades. Separate hospitals and research laboratories cannot have at their 
disposal these same means of activity, which can alone assure success. 


CONCLUSIONS 


From the four points of view examined in this paper—those of Administration, 
Investigation, Treatment, and Public Education—the creation of special institutions 
organized for the anti-cancer campaign should, and will, give results that are in- 
comparably superior to those of the more scattered efforts hitherto put forth. 
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DISCUSSION 


Dr. Howarp Littentuat, New York City: Merely to make an opening for dis- 
cussion I should like to say how tremendously impressed I was by these papers. It is 
interesting to note that they are much alike in their manner of dealing with some of the 
methods of attacking the disease from the sociological side. A single point in the last 
paper, that of Prof. Marie, which particularly impressed me was the unqualified assump- 
tion that radium will cure cancer. I do not know whether we should all subscribe to 
that, but I was surprised to hear him make the statement so frankly. 


Hon. Birp S. Corer, New York City: Forty years ago on the site of this room I 
spent a summer with my mother who was dying of cancer. At that time it was my high 
resolve that if the opportunity ever came for me to do something to lessen the incidence 
or mitigate the suffering of the victims of this disease, | would give my best effort. 
This last paper brings the whole thing to the crux. 

Some years ago I was placed in control of the public hospitals of New York City and 
I found that the great City of New York, with a large number of indigent cancer cases, 
had no organized plan for caring for them. The cancer patients were being shipped to 
the House of Calvary, and to other religious institutions for incurable cancer, to die. 
We organized an institution for the care of these patients, and so far as the City of New 
York is concerned we are prepared to care for every cancer case. We have 300 beds 
always ready, and from 200 to 300 more beds available in case of need. We have an 
appropriation of over $100,000 a year for the needs of the New York Cancer Institute. 

But the point I want to make in this discussion is what Sir John Bland-Sutton said, 
and what Dr. Mayo brought to my attention some years ago, namely, the necessity of 
providing opportunities for the study of the cancer problem to scientific workers. So 
we have equipped a laboratory and we feel certain we can obtain all the money needed 
for the conduct of scientific cancer research. We are in a position to offer these facilities 
to any scientific investigator in the United States or abroad whose problem appears 
satisfactory to our scientific committee. This committee represents the medical 
faculty of New York University. Our institution is supported not only by the munici- 
pality of the City of New York but also by the State of New York. We do not care who 
the investigators are who make discoveries in cancer. We want to offer our help to all of 
them. This is an institution of co-ordinated work which we have established so that we 
can co-operate with other workers and they with us, and anything we have we shall be 
glad to share with them. 


Dr. Cuares J. Hastincs, Toronto: I have listened with intense interest to the 
papers presented and the discussions in connection therewith. The facts as revealed 
clearly demonstrate that we are yet limited in our efforts in the control of cancer to 
early diagnosis and early treatment—if possible, while the condition is still local, pref- 
erably in the precancerous stage. Obviously this can be accomplished only by educating 
the public to look with suspicion upon all abnormal conditions that years of experience 
have demonstrated are likely to develop into cancer. 

This education, in my judgment, can best be accomplished by whole-time medical 
officers of health or commissioners of health, inasmuch as the public clearly under- 
stands that they have no ulterior motive; that they are interested only in safeguarding 
the public against unnecessary disease and death. It is well to bear in mind that the 
uninformed public, or shall I say the more illiterate, become somewhat skeptical when 
the surgeon or the radiologist publicly advocates early operation or early treatment by 
radium or X-ray for these abnormal conditions. One frequently hears them say that all 
the surgeon can see is an operation, and that the same is true to a greater or lesser degree 
with the radiologist. 
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On the other hand, the medical officer of health or the commissioner of health can 
weave this information into his general educational campaign, having it constitute one 
of the as yet uncontrolled group of diseases of middle life, such as chronic heart disease, 
chronic Bright’s disease, or premature hardening of the arteries, for all of which we 
strongly advocate a complete physical examination, including X-ray, once a year for all - 
over 35 years of age, and twice a year for those over 50 years. These complete physical 
examinations would no doubt reveal any abnormal condition on the surface of the body 
or internally, and would give the examining physician an opportunity to recommend 
immediate treatment, with the almost positive assurance of a permanent cure. 

We are being repeatedly reminded that our failures to reach our objective in pre- 
ventive medicine have been due, in a great measure, to our not having started soon 
enough. 

As an illustration of our having failed, in a measure at least, by our not having 
started soon enough, there is, first, our experience in endeavoring to control infant 
mortality. We made fairly rapid strides for a while, and then we came to a standstill, 
notwithstanding the fact that we had as yet a lamentably high mortality, and it is only 
within recent years that we have awakened to the fact that most of the infants who have 
died during the first year, have died in the first month of that year, and most of those 
in the first week, and that the cause of their death was for the most part inefficient 
prenatal care, or improper care and guidance of the prospective mother. 

Then again, in the case of tuberculosis, in our early experience with this, we were 
confronted with difficulties similar to those in our endeavor to control the mortality 
from cancer. By the early recognition of tuberculosis we have been able to enormously 
reduce the mortality from that disease. We shall also be able very largely to reduce the 
mortality from cancer when we are able to get in contact with these cases while they are 
still a local condition—if possible, in the precancerous stage. But the public must be 
informed, the public must be assured of the fact that cancer is not hereditary, that it is 
not communicable, and that, so far as we know, it is not due to any specific germ or virus. 

This matter of education is not so simple as it might seem. You will probably recall 
that some twenty years ago, when the problem of education was being discussed in the 
Academy of Medicine in New York, Sir William Osler said that in his opinion the secret 
was “reiteration, reiteration, reiteration,” to which one of his colleagues added, “ with- 
out irritation.” This is an art—to be able to repeat over and over again the same thing 
to the public in just a little different language. 

Reference has been made to the danger of developing a “cancerphobia,” the dangers 
of alarming the public. I think that in many cases it is absolutely essential to alarm 
the public. History has taught us that nothing but a calamity or an impending calamity 
will arouse man, individually or collectively, to a sense of his duty. I should be very 
glad to be able to produce a “cancerphobia”’ if every person, on recognizing that he had 
any abnormal condition, any abnormal growth, or other danger signal, would im- 
mediately consult his family physician, fearing that he had cancer. It would be the 
means of saving very many lives from this dread scourge. 


Dr. A. C. STRACHAUER, Minneapolis: With reference to the problem of the education 
of the medical profession, the Memorial Cancer Institute at the University of Minnesota 
is prepared to publish a monthly bulletin which is to be sent gratis to all physicians of 
the states of Minnesota, North Dakota and South Dakota. We intend to print informa- 
tion pertaining to the early recognition and proper treatment of cancer. The simple 
methods of examining patients will be described as well as the more complicated pro- 
cedures. Important cancer literature will be abstracted and abstracts of our own cases 
presented. Reproductions of photographs and photomicrographs and comments by 
clinicians and pathologists also will be included. Funds have been appropriated by the 
Citizens’ Aid Society, of Minneapolis, for the support of these activities. 
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It is my opinion that if cancer institutes the country over could be established and 
made the centers for education of their respective communities, along the lines stated, 
much good could be accomplished. 


Pror. T. Marte, Toulouse (Dr. Lenz, interpreter): Professor Marie wishes to clarify 
the phrase “cures by radium” which he used in his paper and to which Dr. Lilienthal 
takes exception. 

There are two considerations which have a bearing upon this problem. The first 
depends upon the education of the public on the question of cancer. Education in this 
direction causes cancer patients to seek medical advice early. This results in a greater 
number of early cases, and therefore a greater number of cures. Again, for early cases, 
less radium is needed than for late cases, and an institution can efficiently treat more 
early cases with the same quantity of radium than cases which arrive later in the course 
of the disease. All these factors help to raise the total percentage of cures. 

Second, the differentiation must be made between cases which are localized and 
those which have begun to become generalized. In the first group a great number of 
cures may be expected. In the second amelioration may be hoped for and an occasional 
cure may occur. A destructive radiation intensity must reach each individual cancer 
cell, for otherwise the growth of the cancer may begin again. At the same time this 
radiation intensity must be so small as to affect the normal surrounding tissue as little 
as possible, as this tissue later has to take up the task of regeneration and replacement 
of the parts destroyed by the radiation. The measurement of radiation intensities at 
various points of the body has been described in detail in a paper which will be published 
later. 


Dr. Isaac Levin, New York City: As a man who follows the work on cancer re- 
search and control throughout the world, I was aware of the fact that France leads the 
world in cancer control. The reasons for it are the following: In the first place, France 
has very wonderful surgeons. I remember how as a young surgeon, thirty years ago, I 
admired the work of Dr. Hartmann, who read a paper this morning. A second reason 
for the advanced position held by France is that radium was discovered in France and 
radium therapy was begun and developed in France. There is no one working in cancer 
who can fail to be filled with respect and admiration for Bergonié, who died a martyr to 
science. His system as to the organization of cancer centers is ideal. The more of those 
centers there are built and organized the better, and France is not able to build a single 
one today. All they need today is money. I therefore submit to the American Society 
for the Control of Cancer, which is doing a great work, whether it would not be a good 
idea to join the resources of the world and create innumerable cancer institutes as Bergonié 
has visualized them. I believe that then the cancer problem would come near solution. 


Dr. J. SuELTON Horsey, Richmond, Virginia: Like everyone else here I admire 
these excellent papers. They have been not only interesting but stimulating. 

One point in the public education for control of cancer has not been touched upon, 
and it is quite important. It is this: What shall be the attitude of a person who treats 
a patient with cancer toward telling the patient whether or not he has cancer? It seems 
to me that the education of the public on the subject of cancer is dependent to a large 
extent upon the information imparted to the patient by the surgeon or radiologist who 
treats the case. 

Dr. Richard Cabot of Boston advocates, as a result of his observations, the practice 
of telling the patient the truth in every instance. This of course can be done optimisti- 
cally, so as not to take away all hope. Then again there is no necessity of ramming 
brutal truths down the throat of a patient who does not wish to hear them. In such 
instances nothing need be said. 
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I should like very much to have an expression of opinion about the proper policy to 
be adopted in this matter. Personally, I have always made a practice of telling the 
patient the facts if the patient desires to know them, but doing it as hopefully as | 
could. Not infrequently a woman suffering with cancer of the breast will appear with 
her daughter. The daughter often makes the request that her mother be not told that 
she has cancer, insisting that the shock will affect her mother profoundly. If the 
matter is discussed fully and in a common sense way the mother, in my experience, is 
usually grateful for the information. But suppose she were deceived and the daughter 
developed a lump in her own breast. The daughter could have no confidence in a surgeon 
who had made false statements to her mother. In this way the whole scheme of con- 
fidence and trust between the patient and the medical profession would be undermined, 
and the old tradition that doctors or nurses will readily tell “white lies” would be 
perpetuated to the detriment of the public health and welfare. 


Pror. J. Matsin, Louvain: In Louvain, where we have a cancer institute, a vast 
number of people come to us to be treated. Thus it seems to us that the patients are not 
afraid of the word “cancer.” It may be best not to tell the patient the first time you see 
him that he has cancer. 

We are treating in our institute every kind of cancer, of course, but beside cancer 
patients we accept patients with fibroma, angioma, Basedow’s disease, and a few other 
types of disease suitable for treatment by radiations. The majority of these patients 
will be cured. The same thing is true for many types of early cancer. 

So the patients realize that cancer is not always an incurable disease and we are not 
afraid to use the name “cancer” for our institute or even to tell a patient he or she has 
cancer. 


Dr. Francis CARTER Woop, New York City: One point not brought out in the 
papers is the opportunity the cancer centers give for education of the local profession. 
Dr. Marie took that point up by saying that the local physician was always welcome at 
the conferences held in the hospital. That offers an opportunity for the man who is no 
longer a student and has little time for post-graduate study to be further instructed and 
taught what he must do—that he must not delay after making a diagnosis and that he 
must be willing to send these patients where they can get proper attention. The thorough 
education of the general practitioner in the diagnosis of cancer is a great problem, the 
surface of which has not yet been touched. 
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THE CAMPAIGN AGAINST CANCER IN SWITZERLAND 


By Proressorn CHARLES DUBOIS, Geneva, SwitzERLAND 


President, National Swiss League against Cancer; Director, Dermatological Clinic, University of Geneva 


of which the statistics are known in its number of deaths from cancer. 

The extent of the ravages produced in our little country by this terrible 

disease has been set forth in the works of Dr. Carriére, director of the Federal 

Hygiene Service at Berne. By statistics covering a period of 20 years, from 1901 

to 1920, and comprising a total of 89,820 deaths, he has shown that for our popu- 

lation of about 4,000,000 individuals the average number of deaths from cancer 
per annum reaches the enormous figure of 4,500. 

In the absence of statistics of morbidity these mortality statistics have 
an incontestable value from the fact that in Switzerland an overwhelming 
majority of the deaths are made the subject of a very careful medical veri- 
fication. 

After infant mortality and deaths from tuberculosis, the mortality from cancer 
occupies the third place, the victims being struck down at just the age when they 
can render the maximum of service to society. 

One of the first facts to emerge from Dr. Carriére’s studies is the unexpected 
finding that in Switzerland the frequency of cancer has not changed sensibly in 20 
years. The mortality has not varied in more than trifling proportions, remaining 
practically constant at 12.1 per 10,000 inhabitants (Fig. 1). 

If the curve has not been modified by the assured decrease of mortality from 
cancer under the influence of modern therapeutic progress, it is because diagnosis 
has become much more exact and the verification of deaths from cancer much more 
precise. These two phenomena affect one another, and the increase of cancer 
morbidity pointed out by some clinicians seems to be chiefly due to the fact that 
patients are better cared for than formerly. 


. ~\‘WITZERLAND has the sad privilege of ranking second among countries 


CANCER INCIDENCE AND DISTRIBUTION 


The incidence of cancer in Switzerland shows a clearly regional character 
which has been maintained unchanged during the 20 years studied and still re- 
mains so at the present time. Certain parts of the country are manifestly invaded 
to a greater extent than others, and accordingly the mortality of the northeast and 
central cantons is considerably higher than that of the cantons of the west and 
north. 

As between the cities and the rural districts the number of cases shows no 
appreciable difference, but in some cases the statistics demonstrate that old quar- 
ters of a city are always more seriously affected than new ones. 
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Fig. 1. Chart showing the comparative mortality from a number of diseases in Switzer- 
land between the years 1891 and 1920. The abrupt ascent of the curve for diseases of the 
respiratory tract for r918 is due to influenzal complications. These are figured here instead 
of with the infectious diseases. 


Everyone knows that goiter is a prevalent disease in Switzerland. Now, the 
points of its maximum prevalence correspond with those of cancer to the extent of 
showing a certain parallelism which is worthy of study. 

From the point of view of sex distribution the total mortality from cancer is 
the same, or nearly so, for the two sexes, and scarcely differs for man or for woman 
from the general figure for the country as a whole. 

Up to the age of 50 the mortality is relatively higher among women, because 
cancers of the breast and of the uterus occur chiefly at the time of the menopause. 
From the age of 50 on, the proportions are reversed, for cancer of the stomach, 
which is much more common among men, seldom starts before that age. 

Carriére’s statistics also show that there is a displacement in the age of cancer 
death, with a marked increase of mortality in individuals who have passed the age 
of 69, as if people died later of cancer today than they did 20 years ago. Statistics 
of morbidity, on the other hand, seem to indicate that the disease attacks young 
subjects more frequently today than formerly. 

If the question is studied from the standpoint of its localization, it is seen that 
cancer mortality in Switzerland is based chiefly on cancer of the digestive tract, 
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including the tongue, rectum, liver, bile passages and pancreas. These localiza- 
tions in fact constitute 75 per cent of the total cancer mortality, without any 
reason being assignable why there should be this special predilection which does 
not seem to exist in other countries. Cancer of the stomach alone represents more 
than five-ninths of the total. 

Men are more subject than women to cancer of the digestive tract, which con- 
stitutes 80 per cent of male cancer mortality. 

M. Carriére also points out the striking predominance of cancer of the tongue 
and larynx in the male sex. In this connection he raises the question of the pos- 
sible influence of tobacco, and asks whether this proportion is likely to change as 
the use of tobacco becomes more general among women. 

Cancers of the breast and of the uterus represent 27 per cent of the cancer 
death rate in the female sex. That of the breast is markedly on the increase of late 
years, with a maximum of mortality between the ages of 40 and 49. 

Other localizations offer insignificant percentages which are almost evenly 
balanced in the two sexes. 


FORMATION OF THE SWISS NATIONAL LEAGUE AGAINST CANCER 


As it is possible to form an idea of conditions through this brief account based 
on figures, the situation in Switzerland with regard to cancer is seen to be quite 
alarming. Clinicians, sociologists, and philanthropists have not waited for the 
publication of Carriére’s statistics to organize an energetic campaign against the 
terrible scourge. 

In 1910 the Swiss National League against Cancer was established, to which 
anyone may belong who is interested in the question, on payment of a small 
annual subscription. 

The object of this League is to encourage the scientific study of cancer, to wage 
a campaign against the disease, to give financial aid to needy sufferers from cancer, 
and to educate the people as to the nature of cancer and particularly as to the 
need of seeking treatment promptly. 

The members of the League meet once a year in general assembly, in one 
or another of the cities of Switzerland. After all matters of business and ad- 
ministration have been attended to, a large meeting is held which is open and free 
to the public, at which some subject related to cancer is discussed, with reports as 
to the progress made in the study and treatment of this disease. These conferences 
are greatly appreciated by the people and always attract large crowds. 

The League has a large amount of material for purposes of exhibit, including 
photographs, models, graphs and preparations, which constitute an important 
collection of data regarding cancer; these are placed at the disposal of the public 
at large, to make them understand the importance of paying attention to the very 
earliest symptoms and the value of early medical intervention. This exhibit is 
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carried from one place to another, even into remote villages, and physicians 
who are members of the League accompany it to give explanations or to hold 
evening meetings in the same place, to which admission is always free. 

This form of propaganda has met with criticism from certain timid souls who 
are afraid of developing an exaggerated fear of cancer in the community. It is our 
experience that this criticism is not well founded. If it has come about that some 
persons with an exaggerated nervous sensibility have become alarmed over an 
imaginary cancer and have needlessly rushed to doctors who have reassured them, 
there are many others who have received great benefit from early intervention, 
because their attention has been drawn to symptoms to which they had hitherto 
attached no importance. 

Every year our traveling exhibit takes up its line of march with new success. 
Its collections are increased or made more complete by gifts or fresh acquisitions, 
and we are convinced that it constitutes one of the best means of popular educa- 
tion, for the only effective prophylaxis known at this time consists in ferreting out 
the disease while it is still definitely local. , 

The League takes no direct part in the treatment of patients, who find 
the necessary care for their condition in the numerous university or private 
clinics. 

In 1914, after encouraging results had been observed from the application of 
radium in the treatment of tumors, a private society opened the Swiss Radium 
Institute S. A. in Geneva, and placed the radium in its possession at the disposal 
of the medical profession of Switzerland. For ten years this Institute has been 
the only effective organization for combating cancer by radium. Thanks to the 
efficiency of its Director, Dr. Ph. Wassmer, and to its special methods of extrac- 
tion and emanation, it has been able to do all that has been demanded of it. 

As the technique of the use of radium has become more accurate, constantly 
demanding larger quantities of this precious element to assure better results, 
groups of persons have been formed in the principal university cities of Switzer- 
land to acquire, with the financial support of the public, the radium which the 
State was not in a position to furnish to the country. 


THE ANTI-CANCER CENTERS OF SWITZERLAND 


These organizations in Switzerland correspond to the anti-cancer centers that 
have arisen all over Europe in recent years. The anti-cancer centers of our uni- 
versity cities co-ordinate their efforts with those of the National League. They 
compile regional statistics of morbidity, organize propaganda in their respec- 
tive territory, and above all advocate practical activity in the treatment of 
cancer. 

The anti-cancer centers are at the disposal of patients and physicians, first, 
for the pathologic examinations necessary for diagnosis; second, for the purpose of 
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giving advice and even of directing therapeutic operations, and third, in order to 
furnish the radio-active material necessary when this form of treatment is re- 
quired. They direct needy cancer patients to such hospital clinics as are open to 
them, and, in the case of patients in better circumstances, place at the disposal of 
the physicians treating them the means indispensable for the care which their 
condition demands. 

If we have no special hospitals for cancer patients it is because our university 
clinics, whose number is large for our small country, possess a surgical and X-ray 
equipment sufficient for the needs of all. 

To sum up, the organization for the campaign against cancer in Switzerland 
is made up of two great pieces of machinery. One isthe National League, the organ 
of general education, which is trying to instruct the whole country, subsidizing 
research and co-ordinating separate efforts. The other consists of the regional 
anti-cancer centers, organizations for scientific research and treatment, working 
in close collaboration with the university hospital services. 

Though this organization at first glance appears rather complete, a good many 
things are lacking. The amount of radium available is still insufficient ; the equip- 
ment for research could be developed further; the expense of treatment for the 
poor exceeds the resources at hand, and the education of the medical profession in 
matters of cancer therapy is incomplete. 

It is not enough that every doctor should have at hand the elements necessary 
for the treatment of cancer, to obtain sure results by their application. Oncology 
has become a special branch of medicine which should be taught on the same basis 
as other specialties, for nothing but a thorough study along this line will make 
possible the realization of the hopes to which the application of modern treatment 
has given birth. 

We have often heard physicians speak slightingly of radium because they 
had not obtained by its use the results on which they counted. These men 
never stopped to ask whether their own mode of application had been a 
rational one. ° 

Anti-cancer centers which, like ours, do not directly treat patients ought 
to add to their activities the education of the medical body in the field of 
oncology. 

However, the effort Switzerland has made to take part in the great movement 
of cancer control has exceeded the expectation of all who are actively engaged in 
it. The entire nation is interested in the question, and the daily press gives out 
information frequently with regard to the news about cancer. 

If the day arrives when a specific is discovered, it will come to pass with 
cancer, as it apparently has with syphilis, that its occurrence will be excep- 
tional, and recourse will have to be had to treatises to find out what the disease 
has been. 
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The campaign against syphilis has been as relentlessly waged among us as 
that against cancer, and if the results are such that we have scarcely any more 
syphilis in Switzerland, this is due not only to the fact that the means of destroy- 
ing its causative agent have been placed within the reach of all but also to the 
fact that education of the people is intensively carried out among all classes of 
society and persons of all ages, so to speak. 

Let us hope that the activity that is being displayed against cancer through- 
out the world will bring about a similar result. 
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MORBIDITY STATISTICS OF THE ANTI-CANCER 
CENTER AT GENEVA 
By Dr. ALBERT REVERDIN, GeNevA, SwWITzERLAND 


Treasurer and General Secretary, Anti-Cancer Center of Geneva 


precarious health of his father, who is 86 years of age. He has begged me 

to tell you of his very great regret that he is not able to respond to your 
flattering invitation, and has charged me to express to you his warm sense of 
gratitude. In his paper, which has been read to you, he speaks in the name of 
the Swiss League against Cancer and tells you of the results that have been 
obtained in all classes of cancer patients. 

If we are taking these steps it is because we must not deceive ourselves: not 
more than a fraction of the total number of cancer patients arrive in the hands 
of any of the specialists, and these are generally among the most advanced 
cases, or, what amounts to the same thing, they are those in whom treatment 
has failed, and who have now passed beyond the favorable time that precedes 
generalization. 

We hope very soon, therefore, to be able to demonstrate that cancer patients 
should, as soon as their disease is recognized, be turned over immediately to 
specialists who will treat them in institutions specialized for the purpose. 

You have paid me a great honor in inviting me to take part in your labors; I 
realize the weight of my responsibility and desire to express. to you my full 
appreciation. 

It is in the name of the Anti-Cancer Center of Geneva that I come to you with 
some suggestions. 

Permit me first of all to draw your attention to two or three points in 
Dr. DuBois’ paper. 

A professor of pathologic anatomy of Zurich claimed that he had never per- 
formed an autopsy on a person of Swiss origin without finding in him a condition 
of thyroid degeneration; this will show you to what an extent goiter prevails in 
our country. 

The Central Bureau of Statisticsshows us that the number of cancers increases 
pari passu with the number of goiters; that is to say, the regions of our country 
that have the most goiter are likewise the regions where cancer is most preva- 
lent. On the other hand, you know that in Switzerland the treatment of goiter 
begins officially in the schools, where iodized salt is administered to the children, 
with very successful results. As a consequence of this the hope is naturally 
aroused that we may perhaps succeed in decreasing the number of cancers, if 
the one condition depends upon the other. 


7m DuBOIS was detained at Geneva at the last moment by the 
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In Switzerland, as everywhere, women are using tobacco to an immoderate 
degree. Since syphilis is becoming a rare disease, it will be easy in a few years to 
know whether cancers of the tongue and larynx have their origin in the chronic 
irritation caused by tobacco. 

We have established the fact of a noteworthy increase in the percentage of 
mortality from cancer in aged persons; this is the objective proof of the words 
spoken by Sir Paget, which were recalled tous yesterday afternoon by our eminent 
confrére, Sir John Bland-Sutton. 

Allow me to assure you that the statistics of Dr. Carriére, director of the 
Federal Service of Public Health, have been established with scrupulous exacti- 
tude and subjected to careful study. Every doctor is required to answer with 
precision a large number of questions, especially inquiries relating to tumors. 

There is no doctor worthy of the name who does not make use of all possible 
means of investigation which science offers him in order to reach a precise diagno- 
sis of the lesions which he observes, and everyone aids him to the utmost, but un- 
fortunately all statistics are based only on the mortality! * Therefore, to complete 
their data we have thought it wise at the Anti-Cancer Center of Geneva tocollect 
statistics as exact as possible with regard to the cancer morbidity of the Canton 
of Geneva. 

We have begun to educate the public through a large number of meetings held 
in all parts of the canton and have used all possible means of propaganda: moving 
pictures, lantern slides, and, especially, newspapers in order to keep all classes of 
the population informed, giving the name of cancer plainly to every case that is 
cancer. Then we have given cancer instruction to nurses, visiting nurses, and 
midwives, especially the latter, since these are very often called in place of a doc- 
tor; finally, we have been educating our 250 doctors, emphasizing the fact that 
we are trying to learn the total number of tumors in course of development, and 
the kind of treatment applied to each, among the 150,000 inhabitants of the Can- 
ton of Geneva, and asking them to help us by all means within their reach. 

In this way we hope to be able to recognize as exactly as possible the total 
number of tumors treated, the kind of treatment, and the results obtained in all 
cases. After having gathered true statistics of cancer morbidity we shall have 
such a picture of the situation as the mortality statistics can furnish only im- 
perfectly. We then hope to be able to demonstrate promptly that the cancer 
patient, from the moment he is recognized as such, must be entrusted at once to 
the care of specialists who will treat him in institutions specially designed for 
this purpose. 
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THE ANTI-CANCER CAMPAIGN IN BELGIUM 


By Prorressor J. MAISIN, Louvain, BELGrum 
Professor, University of Louvain; Director, Cancer Institute of University of Louvain 


HE official organization of the campaign against cancer in Belgium dates 

from the time of the creation of the Cancer Commission. This was estab- 

lished by royal order before the war and is composed of twenty members 
chosen from the universities, from the State laboratories, or from among distin- 
guished representatives of private medical practice. 


Part I.—TuHE ORGANIZATION OF THE ANTI~CANCER CAMPAIGN 


Before the war the activity of the Commission was limited to publication on 
the subject of cancer, the distribution of these among the medical profession and 
the public, and the granting of certain subsidies to research workers. After the 
war, when the problem of cancer had become one of the most pressing, the Com- 
mission worked out a program for a campaign against cancer. It decided to 
grant a subsidy of 1,000,000 francs to be divided among the anti-cancer centers. 
It was also decided to create four principal centers, one of these to be organized 
by each of the four universities of the country. In addition, the Commission de- 
termined to make grants, when necessary, to private organizations worthy of 
interest. The granting of the subsidy of 1,000,000 francs to the anti-cancer centers 
was voted by the Government in 1924, upon the following conditions: 

The anti-cancer center must undertake the work of educating the people, oi 
giving assistance, and, especially, of promoting treatment. Each center must be 
equipped with at least (a) a complete surgical service with facilities for consulta- 
tion for cancer patients, (6) an installation of machines for deep X-ray therapy, 
consisting of at least two pieces of apparatus with a minimum capacity of at least 
200 kilovolts, (c) an amount of radium element not less than 500 milligrams, and 
(d) a laboratory where research work, examinations, and the necessary analyses 
for diagnosis and treatment shall be carried out. 


THE RELATION OF THE CENTERS TO THE STATE 


The annual amount granted to each anti-cancer center is not fixed; it varies 
from year to year and depends upon the activity and needs of the center. At the 
beginning of October of each year, each center files a report accompanied by its 
request for subsidies. During the year the centers are subject to the control of 
the State through the intermediary of the State Medical Inspector. This con- 
trol is directed only to the material side of the institution and is not concerned 
with the methods of treatment, the choice of which is left wholly to the medical 
direction of the center. 











MAISIN: THE ANTI-CANCER CAMPAIGN IN BELGIUM 69 


This subsidy of the State is granted to defray the expenses of treatment alone. 
The expense of hospitalization is charged, as in the case of other kinds of patients, 
to the communes, to fraternal institutions or mutual benefit societies, or to the 
patients themselves. It is evident that only indigent patients or those with very 
slender resources can receive the benefit of these treatments at the reduced prices 
which are rendered possible by State subsidies. 

In addition to the State aid in the form of an annual subsidy, the Mining 
Union of Haut Katanga (a Belgian radium concern) has granted permission to 
each of the four Belgian universities, which are the seats of the anti-cancer centers, 
to borrow from it 2 grams of radium bromide at the rate of 30,000 francs yearly 
per gram. In this way each anti-cancer center has at its disposal 2 grams of ra- 
dium bromide at a relatively low expense; 250 milligrams of this radium must 
always be reserved for scientific research and the remaining 1,750 milligrams is 
available for treatment. 


THE RELATION OF THE CENTERS TO THE UNIVERSITIES 


During the scholastic year 1923-24 each one of the universities, in accepting 
the grants accruing to the anti-cancer centers, makes itself responsible for the 
organization of these centers. While observing the general rules laid down by the 
Cancer Commission and by the Minister of Public Health, each university 
organizes its center according to its own ideas. 


A. The two state universities, that at Liége and that at Ghent, have established 
their centers in accordance with practically the same principles and along the same 
lines. 

The following account will give some idea of how the center at Ghent is organized 
(the details of which have been furnished by its general secretary). 

The anti-cancer center forms an association without any money-making object, 
which receives its maintenance from an annual appropriation made by the Govern- 
ment, a grant from the province, one from the city, aid from the university, and the 
loan of radium from the Belgian radium concern mentioned above. 

The Commission of Hospitals of the city places at the disposal of the anti-cancer 
center 30 beds distributed among the different services and assures the maintenance of 
the patients. 

Each university chief-of-service is chief-of-service of the anti-cancer center in 
the specialty corresponding to his own (general surgery, gynecology, urology, etc.). 

Three beds are reserved for cases which the pathologist can treat directly, with- 
out intervention of any particular clinic. Two beds are reserved for vaccination treat- 
ments. 

Each chief-of-service decides for himself what treatment shall be given to cases of 
cancer belonging within his own specialty. The radiologist is consulted when the 
treatment is to be by radium or X-rays. 

The keeping of the records of the names and addresses of the patients treated is 
centralized under the service of pathological anatomy for the sake of statistics later on. 

The organization at the University of Liége is very similar. It must be noted that 
Liége possesses three pieces of apparatus for deep X-ray therapy which have a capacity 
of over 200 kilovolts. 
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In my opinion what is regrettable at these two centers is the fact that there is no 
single head whose duty it is to direct the work and centralize efforts. Furthermore, they 
are centers with no local cancer staff, because the patients are scattered about in 
different services. 

B. The two free Universities of Brussels and Louvain have made an effort toward 
greater centralization. 

Brussels has adopted the following organization: 

The buildings and the hospitalization of patients are in the care of the hospitals of 
the city. The center has a certain number of beds, a service of surgery, one of radium 
therapy, one of X-ray therapy, and a laboratory, all of which are assembled in the 
buildings which compose the anti-cancer center. The center is directed by a group of 
three chiefs-of-service—a surgeon, a radiologist, and a pathologist. 

At Louvain the University itself has charge of the whole organization with the aid 
of official grants and help from private philanthropy. The University has appointed 
me director of the Cancer Institute of Louvain, which is the seat of the anti-cancer 
center. The director has associated with him a radiologist, a biologist, an expert in 
physicochemistry, and a surgeon for routine surgical treatment. Every time the need 
arises he calls in as surgeon the chief-of-service of some one of the great surgical 
specialties of the University. Finally, it goes without saying that the institute has at- 
tached to it a variable number of free assistants, internes, and laboratory workers. 


DETAILS OF THE CANCER INSTITUTE AT LOUVAIN 


In creating the Cancer Institute it was the wish of the University of Louvain 
to enter upon the campaign against cancer with the help of three important 
branches: the medical teaching of cancer, the treatment of cancer, and laboratory 
research work on the subject of cancer. In the Cancer Institute, therefore, can- 
cer patients are treated and receive hospital care, laboratory studies are made in 
all fields of oncology, and courses in oncology are given to medical students. 

The following account shows how the material equipment of the Institute has 
been realized, which is already partially functioning and will be completed in the 
spring of 1927. For the orientation and general planning of the buildings we have 
had to take account of the shape of the land at our disposal. The plans and con- 
struction work were made: by Canon J. Janssens, inspector of material of the 
University. These plans were drawn according to my directions and were based 
on the results of the visits I had made to various foreign institutes in America, 
Denmark, and France. 

The ensemble of the buildings is in the form of the letter T with one 
additional ell placed at the side of the end of the long arm of the T. The 
small arm of the T contains on the ground floor: (1) The rooms for X-ray 
machines where all the high-tension generators are centralized, including those 
used for diagnosis. By means of high-tension trolleys, the generators deliver the 
current both to the room for X-ray diagnosis, situated on the same floor, and to 
the four rooms for deep X-ray therapy situated immediately above the room 
where the machines are. (2) The waiting rooms and examining rooms for patients, 
and a bursar’s office for this pavilion. (3) The autopsy rooms, which are in a 
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compartment completely isolated from the others. One of these autopsy rooms 
is arranged for giving practical demonstration to students. 

On the first floor we have: (1) Four rooms for deep X-ray therapy leading 
from a single hall. These rooms are veritable boxes of lead, lined on five of their 
walls with a double layer of lead 0. 5 cm. thick. They communicate by means of 
sliding doors with the hall where the manipulation is made; these doors are also 
leaded (1 cm.) and contain lead glass observation windows. The one wall of the 
irradiation room that is not leaded is pierced by windows and looks out upon the 
river and gardens. (2) The laboratory for the manipulation of radium. (3) The 
room for the ultraviolet ray apparatus. (4) The dressing-rooms for the patients. 

In the basement are rooms for the various experimental animals, the cuisine 
and operating-room for animals, and a cold room for cadavers. 

The long arm of the T contains on the ground floor the research laborato- 
ries, the rooms for theoretical and practical courses, the museum of pathological 
specimens and graphic records of oncology, and the library of the Institute. 
On the first floor and communicating readily with the rooms for deep X-ray 
therapy and the laboratory for the manipulation of radium are found the operat- 
ing rooms for radium therapy, and rooms for endoscopy, anesthesia, and sterili- 
zation. All these rooms are grouped together at the end of the long arm of the 
T where it meets the small arm. The rest of the floor is occupied by separate 
rooms designed for the hospitalization of patients and for their comfort. On the 
second floor we have placed small open wards for patients as well as a certain 
number of private rooms for patients, and rooms for the interne and for dressings. 
The roofs of the buildings are flat and serve as promenades for the patients. They 
have sheltered enclosures for use in inclement weather. In the basement are the 
kitchen, the laundry, the central heating plant, and the workshop for routine 
repairs of the various forms of apparatus. The various floors and roofs are served 
by elevators. 

The ell at the long arm of the T has in its basement the central installations 
for electricity, water and gas, and the garage. On the ground floor are the ad- 
ministration and consultation rooms and on the first and second floors rooms for 
patients. 


OTHER PROVISIONS FOR THE CARE OF CANCER PATIENTS 


Finally, in concluding the account of the anti-cancer hospital organizations in 
Belgium, I should mention the existence of Calvary, an institution located in 
Brussels, for incurable cancer patients. This institution, supported partly by the 
State and partly by charity, receives cancer patients for whom no curative treat- 
ment is any longer possible. 

There is also in our country an insurance company, Providentia, whose mem- 
bers, for a small annual payment. have all the expense of treatment and hospitali- 
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zation paid from the time they begin to suffer with a cancerous disease. A patient 
who is a member of this society has the privilege of choosing his own physician. 
The society has its headquarters in Antwerp. 


Part I[.—CANCER RESEARCH AT THE LOUVAIN CENTER 


Having rapidly reviewed what has been done among us in the field of the anti- 
cancer campaign, I may perhaps be permitted to tell with what subjects our scien- 
tific studies have been concerned at Louvain. 

I. In further pursuit of investigations on a subject which we began in the 
laboratories of Dr. Murphy at the Rockefeller Institute in New York, we have 
sought to find out whether tar cancer is simply a cancer from local irritations. 

It seems logical to assume that there exist for cancer as for other diseases 
general factors of predisposition and resistance that vary with the individual, the 
genus, and the species. The existence of these factors, the nature of which is 
unknown, has been demonstrated by J. Fibiger for spiropterous cancer and by 
Bullock and Curtis for cysticercous sarcoma. These authors prove that there 
exists an immunity of the individual, the genus, and the species in the presence of 
the same cancer-producing agent, and that there is even a tissue immunity. On 
the other hand, the remarkable investigations of M. Slye, C. Lynch, and Strong 
prove that the receptivity to spontaneous cancer and to cancer transplantations 
behaves like an hereditary mendelian character. Now, tar cancer in the mouse 
apparently does not follow these laws: one obtains, in fact, too per cent of skin 
cancer in animals whose resistance is broken down by a sufficiently long painting 
with a coal tar strong in cancer-producing properties—and these are cancers which 
would not have occurred spontaneously. Now, it seems that in painting with coal 
tar one produces nothing more than a simple local irritation. Furthermore, the 
descendants of these animals which have developed cancer remain just as free 
from the development of spontaneous skin cancer. Upon reflection it is seen that, 
if 100 per cent of animals develop tar cancer, apparently through simple local 
irritation, this proves that one can with the-help of certain substances render all 
the individuals of certain species receptive to one given type of cancer; one may, 
then, create artificially in a given individual a cancer receptivity which exists by 
heredity in others. If the descendants of these animals do not develop spontaneous 
cancer, this seems to prove that there has not been created an hereditary charac- 
ter (receptivity to cancer) but a modification in a given individual. This can be 
explained also on the ground that hereditary receptivity is not able by itself alone 
to cause the appearance of a cancer. In fact those mice which would spontaneously 
develop a cancer of the breast do not do so if their ovaries have been removed 
before puberty, for this suppresses the internal ovarian secretion which is neces- 
sary for the appearance of cancer in a mouse capable by heredity of developing 
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cancer. Descendants of those mice which do develop tar cancer of the skin will 
not develop cancer in the absence of chronic local irritation of the skin, even if 
their organism was receptive. 

Coming to the explanation of these results obtained by local irritation with 
coal tar, we have proved experimentally that coal tar has a twofold action: on the 
one hand, a very powerful local irritative action and, on the other, a general 
action whose nature is not known but is such as to render the animal receptive to 
cancer. This experiment has been made in two ways: 

1. If a series of mice are painted with a cancer-producing coal tar for two 
months only, at a given point on the skin, only a small number of animals will 
develop cancer (10 to 20 per cent); but if a series of animals are painted at a given 
point for two months, and are then painted for another two months at another 
point far removed from the original one, a large number of animals will develop 
cancer (60 to 70 per cent). 

2. If coal tar is injected under the skin of mice, these almost never develop 
tumor; the connective tissue does not become cancerous-in mice by this method. 
Among 100 mice thus injected, we have not observed a single definite case of 
sarcoma. It is possible, therefore, to intoxicate mice with coal tar without making 
them cancerous. 

If, now, coal tar is injected in small doses under the skin of the belly of a se- 
ries of mice for four months, with great care not to soil the skin, and if, after this, 
the animals are painted on the back of the neck for two months, a large percent- 
age of animals develop skin cancer upon the nape (about 70 per cent). The con- 
trol animals that are not injected, but are only painted for two months on the nape, 
develop cancer in a much smaller proportion (10 to 20 per cent). 

II. The general factors which combine to produce the appearance of cancer do 
not seem to be the same for all types of cancer. In fact, L. Loeb and M. Slye have 
shown that the removal of the ovaries before puberty from female mice which 
would spontaneously develop cancer of the breast always prevents the develop- 
ment of this cancer. Similarly, in another field of work, Strong has proved that 
castration before puberty renders mice refractory to cancer implantation. Now, 
we have castrated mice before puberty and after puberty, both males and females; 
then after about three months we have painted them with coal tar. All these mice 
develop tar cancer just as readily as the non-castrated controls. Furthermore, the 
castrated males seem to develop metastases more readily than the control mice 
(72 per cent of castrated mice, 33 per cent of controls). These results have led us 
to investigate the action of the various functions of the genital glands upon the 
evolution of tar cancer as well as the influence of other endocrine glands. These 
studies are not yet completed. 

III. When receptivity for a given type of cancer exists in an animal, a chronic 
common irritation is capable of provoking cancer. Kazama and Leitch have 
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proved this, the latter by producing cancer of the gall bladder in certain guinea 
pigs, through the surgical introduction of small aseptic pebbles into that organ. We 
have continued studies of the same kind in rats, by trying to provoke cancer of 
the bladder by the introduction of various kinds of substances. In this way we 
have been able to prove that most of the rats into which we put pills composed of 
a mixture of coal tar, scharlach R, and paraffin developed tumors which must, in 
our opinion, be regarded as malignant. In no case, however, have we observed 
metastases. We reach similar results when we employ pills of paraffin and coal tar 
or of lanolin and coal tar. If we leave out the coal tar and introduce pills of paraf- 
fin and scharlach R or of paraffin alone, or beeswax alone, or even small aseptic 
pebbles, we produce tumors with much more difficulty, but have succeeded in a 
few rats already predisposed to cancer. 

We have tried to provoke cancer in rats with pills of paraffin and coal tar, or 
of lanolin and coal tar, in the region of the peritoneum, the pleura, the liver, and 
the prostate, without having the least success in any case. We are still busy with 
experiments in the region of the stomach. We see, therefore, that coal tar is 
capable of provoking tumors in the region of the bladder in the rat when most of 
the other organs fail to react to it. It was already known to be impossible to pro- 
voke tar cancer of the skin in the rat. On the other hand, it is also known that 
Moeller has been able to produce cancers of the lung in rats that have been painted 
on the skin of the back. 

There exists, then, a tissue immunity in the presence of the same cancer- 
producing agent, a fact known since Fibiger made his investigations on the sub- 
ject of Spiroptera. 

Ionium incorporated into lanolin pills is likewise able to produce cancer of the 
bladder in the rat. 

When, therefore, an animal of a given species is receptive for a cancer of a 
given tissue, it would seem that a simple chronic irritation is capable of starting 
the neoplastic process. 

IV. This is equally true in the mouse. The mouse reacts very readily to coal- 
tar painting of the skin (100 per cent of cancers). If the skin is burned to the 
third degree (F. Bang), cancer develops at the level of the cicatrix in a certain 
number of the burned mice: only those animals that are receptive react. In the 
same way radium (L. Barlow, F. Daels) provokes skin cancer in the same animal. 
We were able to produce a cancer in 1 of 30 mice painted for a year with a benzo- 
lated solution of carbazol (a product of coal tar). With extracts of tobacco we 
failed; these were aqueous and were little if at all irritating. We also failed with 
various other pure substances extracted from the coal tar. In line with the same 
ideas we experimented with coal tar from Fischer rotating furnaces distilled at a 
temperature of 400 to 450 degrees C. None of the substances extracted from 
these tars, including pitch, have ever yet produced cancer. The full tar is very 
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irritating and toxic. In our first series of experiments in painting with full tar we 
did not produce a single tumor. In a recent series of animals, 2 mice are at the 
present time developing benign papillomata, 6 months after the beginning of the 
experiment. It may be that these tumors will become malignant. It is possible, 
therefore, to obtain by means of these furnaces a coal tar which has little or no(?) 
cancer-producing property—a matter extremely important from the point of 
view of prophylaxis. But I believe that when a tar or any other substance is 
sufficiently irritating, it may, by virtue of this common irritating property, suc- 
ceed in provoking tumors in animals that are particularly susceptible. 

On the other hand, we shall the more readily obtain tumors with an irritant 
in proportion as the irritation is continued over a longer period. We have dem- 
onstrated this fact very simply with the help of a cancer-producing tar; the 
same total quantity of tar applied for 2 months upon the skin of a series of mice 
produces infinitely fewer malignant tumors than if it is applied over a period of 
4 months (10 to 20 per cent of cancer against 100 per cent). 

V. All these principles of oncology deserve to be verified upon a very large 
experimental basis among various kinds of animals. In experiments with chickens 
we have tried to reproduce Carrel’s experiments in the different stocks of European 
fowls; that is, we have tried to produce experimental sarcoma (Rous sarcoma) by 
means of injections of macerated embryonic tissue mixed with arsenious acid or 
with indol. We have not succeeded in any case in producing anything but benign 
embryomata. We are at the present time undertaking the same investigations 
with Plymouth Rock fowls. We think that in fowls, as in other animals, it will 
be possible, by a careful choice of the tissues to be irritated, to provoke malignant 
tumors, particularly with coal tar, as Murphy has shown (sarcomata). But will 
these sarcomatous tumors always be Rous tumors, such as Carrel has produced in 
his laboratory? If this should prove to be the case, it would be extremely in- 
teresting from the point of view of the general etiology of cancer. It is necessary, 
however, before reaching any conclusion, to avoid all fowls that carry the Rous 
germs which might become fixed in the soil of a benign embryonic tumor provoked 
by injection of a macerated embryo, and thus give rise to a malignant tumor. It 
is in fact known that the Rous virus attaches itself with predilection to trauma- 
tized tissues at the point where the injection has been made (by the prick of the 
needle) or in the region of an inflammatory tumor produced by the soil of diatoms 
(Murphy, Rous, Pentimalli,and others). Wemust alsoavoid accidental contamina- 
tion (cages, instruments). It would be interesting, I repeat—and that is the most 
that can be said—to be able to produce Rous tumors by the Carrel method in a 
laboratory where no Rous tumor has ever been present. 

VI. In view of the receptivity and the immunity of certain individuals, genera, 
and species to a given type of cancer, and in view also of our knowledge in regard 
to cancer transplantation, it is readily understood how certain investigators try 
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to create this immunity artificially in individuals that are without it. In a recent 
work Fibiger shows that he immunizes mice against metastases of tar cancers by 
injecting them with macerations of the skin of embryos. We ourselves tried, 
with Fibiger in 1922, to produce immunity to tar cancer by means of injections 
of extracts of spleen and of macerations of various types of tumors. We did not 
succeed in obtaining any strikingly characteristic result. Since then we have again 
undertaken in our own laboratories investigations of the same type, trying to 
produce immunity to tar cancer by means of injections of fresh macerations of tar 
tumors surgically removed from other animals. We have made these injections 
throughout the whole period of the paintings and for a month after these were 
stopped. The results were not striking. The most that can be said is that the 
injected mice have developed tumors more slowly and have shown a little less 
in the way of metastases. At all events these investigations do not offer any argu- 
ment in favor of the infectious theory of cancer. 

Other investigations concerning the action of the ions of various metals with 
or without endocrine extracts of various kinds are not yet sufficiently advanced 
for us to be able to make a report on them at this time. 


DISCUSSION 


Dr. Epwarp B. KrumpBaaar, Philadelphia: Dr. Maisin’s mention of calling in 
specialists from the university for consultation on special cases in his Cancer Institute 
prompts me to emphasize what is perhaps a truism, namely, the value of weekly hospi- 
tal conferences of all those concerned with the study of cancer patients and their 
disease. 

In the Radiological Department of the Philadelphia Hospital, with a staff made up 
of 6 or 8 clinical specialists (a pathologist, a radiologist, a physicist and their assistants), 
such conferences are held every week and we have found them to be of great value. 

On such occasions the diagnoses of doubtful new cases are discussed, old cases are 
brought in to exhibit some unusual development or to consider the desirability of a 
change in the treatment, and miscellaneous subjects reported, such as new and impor- 
tant work appearing in other places. For instance, the proceedings of this congress will 
doubtless be reported there. ‘In that way much greater co-operation is secured among 
different members of the staff than would otherwise be possible. We take no credit for 
originating this proceeding. The idea was borrowed from the Memorial Hospital in 
New York, where it is doubtless carried out much more efficiently. But it seems to me 
to be a very important item in the program of any cancer department of a hospital or 
cancer institute. It changes the work from that of a number of individuals, striving 
as individuals, into a co-ordinated effort of a compact group constantly working to 
mutual advantage. 


Dr. FRANCIS CARTER Woop, New York City: We all realize the value of such con- 
ferences in all branches of medicine. In relation to cancer they would be of even greater 
value than in other diseases. ; 
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CANCER IN DENMARK 
By Prorrssor JOHANNES FIBIGER, CopennaGen, DENMARK 


Professor of Pathological Anatomy, Faculty of Medicine at Copenhagen; President, Committee of the Danish General 
Medical Association for Cancer Research 


ENMARK is one of the countries of Europe in which the morbidity of 
cancer is very high. In 1922, for example, 4,659 deaths were due to 
cancer in Denmark proper. In that year the population of this part of 

the Kingdom is estimated to have been 3,322,700 and the number of deaths 
39,461. The number of deaths due to cancer represents 11.8 per cent of the 
total deaths in that year, and the cancer death rate was as high as 140.2 per 
100,000 inhabitants. The total figures for tuberculosis during the same period 
amounted to only 8 per cent and 94.6 per 100,000, respectively. 

The Committee of the Danish General Medical Association for Cancer Re- 
search, founded in 1905, organized a general inquiry into the morbidity of cancer 
in Denmark proper and also in Iceland and the Faroe Islands. It took a census of 
the cases of cancer receiving medical treatment on one particular day. As regards 
the census in Greenland, which will be referred to later, the inquiries had to be ex- 
tended over several years. 

In Denmark proper this census was taken on April 1, 1908. More than 99 per 
cent of Danish doctors replied to the questionnaire sent to them, and the census 
showed that about 43 per 100,000 inhabitants were suffering from cancer. This 
was the highest rate ever found in any country. 

The information obtained confirmed the extremely high morbidity of cancer 
in Denmark already shown by the death rate. Nevertheless, before assuming 
that the incidence of cancer is actually greater than in other countries, we must 
remember that it is easier to determine the number of cases of cancer in a small 
country, where there are not only numerous hospitals and dispensaries but also 
a very large number of doctors, and that there is no difficulty in obtaining ac- 
curate information from these sources. 

In 1924, 4,690 deaths were due to cancer in Denmark proper. In that year 
the population of this part of the Kingdom is estimated to have been 3,372,150 
and the number of deaths 38,101. The number of deaths due to cancer represents 
12.3 per cent of the total deaths in that year, and the cancer death rate was as 
high as 139.1 per 100,000 inhabitants. The total figures for tuberculosis dur- 
ing the same period amounted to only 8.8 per cent and 99.2 per 100,000, 
respectively. 

The census taken on April 1, 1908, in the Faroe Islands, situated north of 
Scotland in Lat. 62° N., was not a success, as on that day two doctors were away 
traveling and so were unable to supply particulars. The number of cancer cases 
recorded in the census amounted to 4 out of the 18,000 inhabitants of these 
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islands. A fresh census taken with the assistance of all the doctors in the Islands on 
April 1, 1911, revealed 7 cases of cancer, or 39 per 100,000 inhabitants, as com- 
pared with 43 in Denmark. 

The Danish Committee for Cancer Research has also undertaken inquiries 
into the occurrence of cancer in the Arctic countries belonging to Denmark, 
namely, Greenland and Iceland. The inhabitants of the former, being for the 
most part pure Eskimos, have hitherto been regarded as very little, if at all, 
susceptible to cancer. The district of Angmagssalik (native population about 
637) had to be omitted from the inquiry, as there are no doctors and it is situated 
on the east coast, one of the most inaccessible parts of Greenland. The inquiry had 
therefore to be limited to the inhabited districts on the west coast of Greenland, 
and even in these regions the great difficulties encountered rendered it impossible 
to take any accurate census of cancer cases. The west coast district is in parts as 
much as 200 kilometers broad and extends from Lat. 60° to Lat. 74° N., being 
about 1,400 kilometers long. In this large tract the inhabitants of which number 
only about 13,500 persons, living in some 170 villages and colonies, there are not 
more than 7 doctors to carry out the work of medical inspection. These have to 
make their journeys of inspection either in motor-boats—often among icebergs 
and floes—or in sledges which are drawn by dogs, and the mean temperature 
in this district in winter varies between —17° and —20 Cent. and may fall to 
— 42° Cent. or even lower. 

Nevertheless, it has been possible, as a result of the inquiries carried out in 
the years 1911-1916, to obtain not only reports from all the doctors and from 
every district on the west coast but also, in several cases, preparations and 
specimens of tumors, the true cancerous nature of which was revealed by histo- 
logical examination. In the period 1911~1916, 9 cases of cancer in all were noted 
among the 13,500 inhabitants of the above-mentioned districts, and in the period 
1911-1920 more than 50 cases of benign tumor. 

It has therefore been established as a result of these inquiries (the details of 
which were published either in the Committee’s own reports, in the Bulletin of 
the French Association for Cancer Research, or in the Zeitschrift fuer Krebs- 
forschung) that neither benign tumors nor cancers are by any means rare in 
Greenland. Of particular interest are the reports sent in by the Greenland ex- 
plorers P. Freuchen and Knud Rasmussen on a case of uterine cancer discovered 
by Dr. Hunt in the Cape York district. This case is proof of the existence of 
uterine cancer among the Polar race of Eskimos in this region, which is the most 
northerly part of the inhabited globe. The investigations also show that, allowing 
for the relatively short length of life among the population of Greenland, cancer 
is in reality so widespread there that its incidence does not differ very appreciably 
from that in countries in which cancer is a common disease. Further researches 
will be carried out in order to corroborate the correctness of this view. 
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Lastly, on May 1, 1908, the Danish Committee for Cancer Research took a 
census of the Kingdom of Iceland which is united to Denmark under the same 
crown. The island of Iceland is situated between Lat. 63.5° N. and 66.5° N., and 
has an area of more than 102,000 square kilometers. 

This census was carried out under the direction of Dr. G. Bjoernsson, head 
of the Icelandic Health Service, to whom data were sent by all the doctors in the 
island. The number of cases of cancer recorded amounted to 23 out of a total of 
83,000 inhabitants, z.e., 28 per 100,000 as compared with 43 in Denmark. As 
Dr. Bjoernsson points out, this difference is perhaps only an apparent one, because 
the inhabitants of isolated districts of Iceland, where the population is scattered, 
rarely call in a doctor. In any case, the information which we have obtained 
from the census shows that, contrary to the view once held, the morbidity of 
cancer in Iceland is very considerable. 

In Denmark proper, the relative incidence of cancer in the different parts of 
the body is on the whole similar to that generally found in most other European 
countries. The most frequent forms are cancer of the Stomach, cancer of the 
mammary glands, and uterine, cutaneous and intestinal cancer, and of these the 
most frequent of all is cancer of the digestive tract. 

The so-called ‘‘occupational” forms of cancer, several of which are common 
in various industrial countries in Europe, are non-existent in Denmark, which is 
an agricultural country. 

Cancer of the stomach is also common in the Faroe Islands and Iceland, but, 
according to the figures for Greenland, not a single case has been found in that 
country, and in the reports for the years 1911-1920, Greenland doctors mention 
only very few cases in which there were grounds for diagnosing cancer in the 
digestive tract. 

In spite of this, the rare occurrence of these forms of cancer observed in Green- 
land up to the present may only be apparent and may be due to the same causes 
as those believed to be responsible for similar phenomena in tropical countries, 
viz., the comparatively short lifetime of the inhabitants, whereby the number of 
cases of intestinal cancer is reduced, and the enormous difficulties which not only 
prevent the carrying out of a general medical inspection in these countries, but 
also render it peculiarly hard to obtain reliable diagnoses of cancer of the digestive 
tract. These difficulties are enhanced by the more or less marked repugnance of 
primitive peoples to calling in medical aid for internal complaints. 

MEASURES TAKEN FOR THE TREATMENT OF CANCER 

The question of the necessity of establishing in Denmark special institutions 
organized solely for the treatment of cancer patients (hospitals, nursing homes, 
special wards, etc.) has been discussed on several occasions. The Danish Com- 
mittee for Cancer Research instituted an inquiry into this subject among Danish 
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doctors particularly interested in the proposal. Neither the results of this in- 
quiry, however, nor the discussions held in connection with it proved favorable 
to the establishment of such institutions. One of the reasons for this is that in 
Denmark every effort is made to conceal the diagnosis from patients suffering 
from cancer, as the generally accepted medical opinion is that the disastrous 
effect produced on the patient if he learns the true nature of his disease must as 
far as possible be avoided. 

A further argument against the necessity of founding special institutions for 
the treatment of cancer is that most Danish hospitals do not object to the ad- 
mission of cancer patients, and also that medical assistance can be obtained 
without difficulty and is generally resorted to throughout Denmark proper; 
moreover, among the less well-to-do and the poorer classes of the population the 
great majority of persons are members of provident societies to which specialists 
are attached. The law on the free treatment of poor persons suffering from 
chronic diseases also provides facilities enabling cancer patients to obtain the 
necessary treatment. 

The X-ray treatment of cancer has, of course, led to the founding of institu- 
tions which take a large number of cancer patients. The Finsen Medical Insti- 
tute, for example, has for many years been applying phototherapeutic treatment 
to cutaneous cancer, and this treatment is now almost invariably combined with 
roentgen-ray treatment. The X-ray treatment of cancer is applied both in the 
hospitals at Copenhagen and other towns and also in provincial hospitals and 
private clinics. This method is also employed at the Finsen Institute and, as 
will be seen later, at the radiotherapeutic center. 

The curie-therapeutic treatment is organized in Denmark by the Danish 
Radio-Therapeutic Foundation, which was established in memory of King 
Frederic VIII and is under the patronage of His Majesty King Christian X. 
This Foundation, which was constituted in 1912 under the presidency of M. 
Jacob Appel, formerly Minister of Education, is under the joint direction of 
doctors and other persons representing widely differing social classes. The 
original object of the Foundation was to obtain funds for the purchase of a suffi- 
cient quantity of radium element to introduce the Curie treatment in Denmark. 
The necessary funds were obtained partly through a public subscription organized 
throughout Denmark and partly by means of a governmental grant, and the 
Foundation was able in 1913 to open at Copenhagen its first center for the Curie 
treatment. 

Similar centers were established shortly afterwards in the towns of Aarhus 
and Odense. These centers were intended primarily for the treatment of cancer, 
but in view of the objections to the establishment in Denmark of special institu- 
tions for the treatment of cancer, non-cancerous affections for which treatment 
by radio-active substances is beneficial were also admitted to the centers; further, 











FIBIGER: CANCER IN DENMARK 81 


the necessary equipment was installed for applying roentgen treatment either 
alone or in combination with other methods. The Copenhagen hospitals were 
allowed to lend their radium preparations, which enabled hospital doctors to 
observe for themselves the effects of the Curie treatment, which at that time was 
new. The quantity of radium available for these centers, however, soon proved 
insufficient, and the general working conditions were not satisfactory. We need 
only mention that the center did not possess sufficient beds to accommodate even 
a few of its patients. 

In 1920, the situation had reached a stage when it was considered absolutely 
necessary to appeal once more to the public and to the Government for sufficient 
funds to purchase the necessary quantity of radium element and establish and 
run a clinic on absolutely modern lines. A national subscription was opened 
in 1921 and, with the aid of a Government grant of 500,000 Danish crowns, a 
sum amounting in all to more than 2,000,000 crowns was obtained. With these 
funds, about two grams of radium element were purchased, and a radium- 
therapeutic center was established in a villa previously occupied by the Finsen 
Medical Institute, to take the place of the former radium institute at Copen- 
hagen. An agreement was at the same time made with the Finsen Institute 
under which the doctors of the latter institute engaged in phototherapeutics 
assist, each in his own special branch, those employed in the new institute 
of curie-therapeutics. The mutual benefits of co-operation were thereby secured 
by the two institutions, both of which employ the method of treatment by 
radiation. 

The new Institute of Curie-therapeutics was inaugurated in 1922. It possesses 
accommodation for the treatment of both out- and in-patients, the latter in wards 
with accommodation for 24 patients. Besides the wards and the operating 
theater, there is an X-ray theater with an apparatus for deep radiotherapy, 
which, at this institute, is frequently combined with curie-therapeutical treat- 
ment. The latter is largely applied by means of radium salts; as regards the 
supply of radio-active substances to hospitals, which is the other main object of 
the institute, the latter possesses no less than one gram of radium in solution, the 
emanation of which is supplied to hospitals upon application. The production of 
emanation, the testing of the strength of preparations, and similar work is carried 
out in laboratories under the charge of physicists. A surgeon and a radiologist 
are attached to the institution for superintending medical work; as a result of 
experiments made some time ago in the treatment of internal diseases, the 
institute now employs, in addition, a specialist in that branch of medicine. In 
addition to the medical staff, the institute employs an anatomico-pathological 
assistant, and, by its agreement with the Finsen Institute, obtains the assistance, 
when necessary, of the specialists in dermatology, ophthalmology and otolaryn- 
gology who are attached to that institute. 
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In order that the Institute of Curie-therapeutics should not, ior the patients’ 
sake, be considered by the public as a cancer clinic where cancer cases alone are 
treated, the institute also admits patients suffering from benign affections. 

The diagnosis and histological examination of neoplastic tissues removed by 
biopsy, curettage, or major surgical operations is undertaken both in the Danish 
general hospitals and in many clinics by prosectors and competent assistants, 
who are specially engaged and remunerated for this work. The histological 
analysis of tissues removed from paying patients attended by doctors in private 
practice is undertaken upon application by the doctor attending the case and at 
the expense of the patient. 

Since 1909 the Committee of the Danish General Medical Association for the 
Study of Cancer Research has undertaken to carry out free of charge a histological 
examination of tumors and tissues in which cancer is suspected and which have 
been taken from poor patients who have not been examined in clinics or hospitals 
and cannot afford to pay for examination. The examining doctors authorized 
and engaged by the Committee are the most competent anatomico-pathologists in 
Denmark. There are at present 6 of these examiners in all and they are paid 9 
crowns by the Committee for each histological examination. The professor of 
pathological anatomy, who acts as director and sometimes as advisory examiner, 
receives no remuneration. The Danish Government has invariably defrayed the 
necessary expenses and still does so. The sum appropriated for this purpose by 
the Government in 1924 was 9,000 Danish crowns. Since July, 1925, arrange- 
ments have been made with 42 hospitals and infirmaries throughout the country 
to pay to the Committee 5 Danish crowns for each histological examination 
carried out by the examiners of the Committee. 

The following is the procedure to be followed with regard to examinations: 

A doctor desiring an examination gratis must apply in writing to the Institute of 
Pathological Anatomy of Copenhagen University. 

He receives by return of post: (1) order cards (cf. order form below) on which he 
enters particulars of the patient; (2) instructions for the preservation and despatch of 
specimen tissues removed for histological examination (cf. instructions below); (3) a 
list of pathologists authorized by the Committee to undertake examinations, with 
their private addresses and the addresses of their laboratories. 

Having filled in the order card, the doctor sends it, together with the specimen 
tissues to be examined, direct to the examiner he has selected. The examiner, after 
completing the examination: (1) sends the doctor as soon as possible a notice of the 
results of the examination; (2) at the same time he enters the result (together with all 
details) on the order card and forwards the latter, accompanied by microscopic prep- 
arations (where necessary, the remainder of the anatomical specimen, the paraffin 
cubes, etc.) to the Institute of Pathological Anatomy. 

The preparations, accompanied by the corresponding order cards, are deposited 
with the Bureau of the Committee (at the Institute of Pathological Anatomy), which 
places them in its collection and retains possession of them. 


The Commitee reserves the right of utilizing the preparations, but the doctor who 
forwarded the specimens may also make use of them upon application. 
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The object of the free histological examination is accordingly twofold: (1) The 
histological diagnosis of tumors in all cases in which patients cannot afford it. (2) The 
formation of a collection of preparations, with relevant particulars, to be used for 
scientific research. 


INSTRUCTIONS BY THE BUREAU OF THE COMMITTEE 
Method of Effecting the Excision, Curettage and Despatch of Suspect Tissues 


1. When excising a suspect ulcer, please send, where possible, the adjacent healthy 
tissue. 

2. After excision, a non-ulcerated suspect tumor should be sent, if possible, in its 
entirety. 

3. In cases of cancer of the body of the uterus, please send tissue taken from the 
body walls, and a complete section, from top to bottom, of the tissue lining the 
cavity. 

4. When removed, tissues must be placed in fixing liquid as soon as possible and pref- 
erably immediately after removal. An alcoholic solution of formaldehyde (1 part 
commercial formaline to 3 parts alcohol at 70) is recommended as a fixing liquid. 
If no formaline is available, use pure alcohol. No other substance should be em- 
ployed, even temporarily. 

5. Bottles must be carefully stoppered and the top covered with water-tight material 
well fastened down. To avoid mistakes, each bottle must bear the name! or 
initials of the patient and date of despatch. 

6. The specimen must be sent direct to one of the Committee’s examiners. 

7. The specimen must be accompanied by an order card properly filled in. 

8. The examiner will in no case undertake a microscopic examination until he has 
received the order card. 

9. The doctor will be informed by the examiner of the result of the microscopic 
examination. 


SFECIMEN ORDER CARD 


To the Committee of the Danish General Medical Association for Cancer Research 


sintakn edema , medical practitioner, (address)........... hereby applies for a 
microscopic examination for cancer, sarcoma, or malignant tumor in the accompanying 
ere, ee Eee, 
from whom removed. .................006 

1. Non-paying patient (name or initials)... ..............0.ccccercccceecssnnes 


dS 


Age.... 
in ku old cen nG RAN ae KAS RPMS SS ATENEO Acne ESS 
 icircd cadwaes miathe neue bina ierine kee Rikk ek esa oewenalwenehen 


RNS on foes has. ERISA ee ee WEE Se Ok ATE RGIS a ee 


7 Se SS 


Presumed seat and nature of tumor............ 0.0.00 cc cece ce cece ee eeeeeunes 


1The name of the patient, if given, is to be regarded as confidential. 
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8. If microscopically examined previously, state results. 


9. Have the patient’s husband (wife), children, brothers or sisters suffered from can- 
cer or malignant tumors? If so, in which organ? 


10. Have any persons living in the same house or in the neighborhood suffered from 
cancer or malignant tumors? If so, state nature of tumor, date and organ. 


11. Are there any grounds for assuming infection? 

12. In case of a female patient, has the patient been a mother or has she had a mis- 
carriage? 

13. Does the history of the case show any other facts which merit attention, e.g., 
alcoholism, syphilis, excessive smoking, chronic irritation, malnutrition, etc.? 

14. At what period did the tumor begin to develop? 


15. Is the patient suffering or has he previously suffered from any other chronic 
diseases? If so, state disease. 


Kight thousand three hundred and twenty-four specimens forwarded from 
all provinces in the Kingdom of Denmark proper were examined between 
October 8, 1909, and January 1, 1924. Specimens have also been sent by doctors 
from Greenland, the Faroe Islands, the former Danish colonies in the West 
Indies, and Iceland. 

The largest number of specimens were obtained by curettage of the uterus; 
next came excisions from the mammary gland and the skin; the remainder in- 
cluded specimens taken from practically all the other organs. The examinations 
carried out gave the following results: 


Ry IIR oI Re meee ee tt ina Oo Ss Now ora Ms wat ohne RRR LO 2,077 
ere 2 ea wk ear odt aia achigd cde Rieba aaah < dames 87 
NNER ey Serv che lore eter cgctb a ouwi ete, esas OG wie eed aE Sigrarswe ee OA we 537 
RESO Ca err ee en ARE Oe eee Par eS a eer ee 42 
6 ee 78 
Benign tumors (and doubtful malignant tumors).......................- 1,648 

Inflammation, necrosis, hemorrhage, tuberculosis, actinomycosis, syphilis, 
lymphogranulomatosis, hyperplastic alterations of the endometrium, etc. —_2,916 
Alterations of the endometrium due to pregnancy. .................000005 335 
NS os ahr wig ok dhe ce ee ed oe SENG RE ATG ese ore Peace oD 572 
RIPE ete SMO arr ce Le a ee 32 
8,324 


Out of the 8,324 specimens examined, 4,469 were diagnosed as due to tumors, 
of which not less than approximately 2,700 were malignant. 

The foregoing regulations, which have been in force for about fifteen years, 
may be considered as entirely satisfactory; neither doctors nor examiners have 
made any adverse criticism of them. 
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STATEMENTS, APRIL I, 1926 


Eleven thousand one hundred and thirty-nine specimens forwarded from all 
provinces in the Kingdom of Denmark proper were examined between October 
8, 1909, and April 1, 1926. The examinations carried out gave the following 
result: 





EE EE Pe ET Le Pe Een CTE ne Te 2,735 
En cack cck Gale whine ee peenenad emhiew enka kedecmeee see 110 
NN 225 C255. Sadea a Nay at dingo idiahe vere aso a AUu,e dd we ine Ana es ehnres BOE ase wid BE Og A ee 669 
ES Te RTT ey ee 50 
I signs peng dnlanue eoNaOaea eek mudind wae 130 
Benign tumors (and doubtful malignant tumors).......................-. 2,076 

Inflammation, necrosis, hamorrhage, tuberculosis, actinomycosis, syphilis, 
lymphogranulomatosis, hyperplastic alterations of the endometrium, etc. 4,096 
Alterations of the endometrium due to pregnancy. ....................45 450 
ES 54 4.5r5s Sub decewiehd Oc wid anh ou ease ba eea ek Kees eke 741 
I ain aibh ecekGs ba aba iewed eaees <a Sex enweees eT TOO ey 70 
11,139 


Out of 11,139 specimens examined, 5,776 were diagnosed as due to tumors, of 
which at least 3,700 were malignant. 

The foregoing regulations, which have been in force for about seventeen 
years, may be considered as entirely satisfactory; neither doctors nor examiners 
have made any adverse criticism of them. 


DISCUSSION 
Dr. FRANCIS CARTER Woop, New York City: The Danes have always faced the 
exigencies of life frankly and fearlessly. It is therefore strange to hear that they cannot 
face the diagnosis of cancer. Perhaps if they were able to do so, their mortality would 
not be as high as it is. 


Dr. Witty Meyer, New York City: It has been most interesting to listen to the 
various papers that have been read so far by our foreign guests, representing as they do 
most of the nations of Europe. The two remaining papers, that from Italy and that 
from Germany, which we shall hear tomorrow, will probably tell us of similar arrange- 
ments. We learn from these papers that there is no fundamental difference in the 
countries of Europe between the arrangements there and those we have made in our 
country in the fight against cancer. 

We have in this country, as is well known, two societies for this purpose: the 
American Association for Cancer Research and the American Society for the Control 
of Cancer. It is well that we have this arrangement, because, after all, the Association 
for Cancer Research has been inaugurated by those who are trying to find the origin 
and nature of the disease, and the Society for the Control of Cancer has been founded 
to educate the medical profession and the public regarding cancer. 

A short time ago I received a clipping in which was printed a letter from a renowned 
surgeon of England who had just resigned from the British Medical Association. In 
his letter of resignation he complained that while his confréres in America could go into 
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the press and write freely about their experiences in treating disease in order to enlighten 
the public, this could not be done in England. He thought it should be done in England, 
too. On reading that notice I said to myself: “Our colleague has not been correctly 
informed regarding the custom here in our country,” for, as far as I know, none of us 
has the right, and no physician does attempt, to educate the public through the medium 
of the newspapers. It is against our principles of medical ethics, and rightly so. 

But we have our National Tuberculosis Association, our Society for the Control of 
Cancer, and the Gorgas Memorial, which organizations have taken it upon themselves 
to educate the public, clearly and scientifically, by means of the press, and do not allow 
this knowledge to be distributed by non-medical reporters who cannot possibly be 
sufficiently trained in the scientific questions of the day. We doctors who take an interest 
in letting the public know the true state of affairs can, therefore, never be too grateful 
to the American Society for the Control of Cancer that it has taken this step of instruct- 
ing the public correctly about cancer through its managing director. This is the only 
way for the truth to come out. It means education of the medical profession as well as 
of the public, and the public cannot possibly know what is correct and what is incorrect 
as regards cancer unless it receives its information directly from reputable authority. 





BASTIANELLI: THE MOVEMENT IN ITALY 87 


THE MOVEMENT IN ITALY FOR THE 
CONTROL OF CANCER 


By Proressor RAFFAELE BASTIANELLI, Rome, Itaty 


Vice-President, Italian League for the Control of Cancer; Associate Professor of Surgery, 
University of Rome 


HATEVER may be the influence exerted upon the control of can- 

cer by a well-conducted campaign of education and the measures 

connected with it, especially early diagnosis and early treatment, 
we cannot hope to engage in the fight with wholly effective weapons until 
the cause of cancer is known to us. We must unfortunately recognize that 
our present treatment of this disease has perhaps advanced nearly as far 
as possible and that even if a larger number of cases are submitted to early 
treatment, there will always be some that will not derive much benefit from 
it. So that our chief aim in trying to control cancer must be in the study 
of its cause, and our campaign must be divided equally between research and 
control. . 

The Italian League is very young and cannot boast of any special results, 
but if we look around at the older leagues and especially at the more than 
century-old Middlesex Hospital of England, we must conclude that money, 
organization, persistent labor, and researches wonderfully conducted, though 
they have contributed extensively to the knowledge and treatment of cancer, 
have not yet brought us very far toward the discovery of its cause. Before 
describing the material part of our organization, I wish to recall the efforts made 
in Italy to study the scientific side of the question, studies chiefly due to private 
work conducted with private means. 


STATISTICS 


It appears essential for us to know in exact figures the spread of cancer in the 
different countries and the different sections of these, in order to know whether 
or not there is a gradual increase and to discover what factors in the human 
organism and what contribution from its environment probably influence the 
incidence of the disease. It is doubtful whether we have gained any knowledge 
from these painstaking statistical studies that has any influence on the prophy- 
lactic measures against cancer, and even whether we have come to any correct 
conclusion on the apparently simple question as to whether cancer has a tendency 
to increase. 

The Italian statistics as compiled and studied by Gherardi for the period 
1915-1917 showed a rather alarming increase from 422 cancer deaths per 1,000,000 
population in 1889 to 675 per 1,000,000 in 1917. I believe it is necessary to give 
some interpretation to such figures, for it does not seem to me right to compare 
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such a recent year as 1917 with the remote one of 1889. If we follow the curve 
of mortality (drawn by Lutrario) from malignant tumors over a long period, 
that is, from 1889 to 1921, we see a rather sharp and continuous increase from 
1893 to 1911, but from that year until 1921, that is, for ten years, there is almost no 
increase or only a trifling one. The difference between 1889 and 1917 is, therefore, 
certainly due to many reasons, of which a very important one is that the average 
duration of life has considerably increased; for example, in the 50-year period 
from 1861 to 1911 the number of persons living beyond the age of 65 increased in 
the proportion of roo to 214. 

Besides the improved means of diagnosis, the facilities for transportation and 
hospital treatment, which were not very much developed in Italy in 1889, have 
changed entirely. 

These facts and other important modifications in the composition of our 
population make a definite answer quite uncertain. 

We see a striking difference in the ratio of deaths from cancer in the different 
provinces of the Kingdom, as, for instance, in the 5-year period 1887-1891 there 
was a mortality of 61 to 70 per 100,000 inhabitants in Tuscany, but only of 17 per 
100,000 in Sardinia. The first is the most progressive province, the last still far 
from having reached such a height, hence there are difficulties of diagnosis, 
inquiry, etc. 

Recently the Italian Bureau of Public Health has ordered a medical inquiry 
on malignant tumors in the whole Kingdom in accordance with the program of 
the International Committee for Hygiene of the League of Nations and that of 
the Italian Section of the Cancer Committee. For this purpose 6 different blanks 
have been prepared. The first, drawn up by the National Bureau of Statistics, 
takes account of the influence of professional factors on the incidence of cancer. 
The next 3 were distributed among the hospitals and clinics with a view to 
tracing each case of malignant growth backward through the period 1911 
1921, and following it up’ through the period 1924-1929. Two of these 3 are 
especially concerned with malignant tumors of the breast and uterus, respec- 
tively, and the third with malignant tumors of all other possible locations. 
A fifth blank, designed only to ascertain the cases of death from malignant 
tumors, is to be filled in by health officers or doctors who have charge of 
giving death certificates. The sixth blank has been distributed among the 
pathologic departments of hospitals for the purpose of recording the detailed 
macroscopic and microscopic findings in every case of malignant tumor coming 
to autopsy. 

The results of this broad inquiry are not yet available. The latest statistics 
published regarding deaths from malignant tumors in Italy are those for the year 
1924, which show about 28,000 as against 23,984 in 1917. Such a conspicuous 
apparent increase cannot be accepted as representing an absolute increase of the 
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disease, as there has been a large increase in the population, and certainly in 
the average duration of life, so that a conclusion seems premature unless 
all possible factors are carefully considered. I will not go into the details 
of these last statistics, as it would bring me into another field of inquiry, 
but one thing I must point out, namely, that a large percentage of cancers 
are not diagnosed or are diagnosed too late for treatment. I believe this must 
be true of all nations—and it would be interesting to know the individual 
proportions for each nation. 


THE SCIENTIFIC STUDY OF THE CANCER PROBLEM 


Scientific research in the subject of cancer has found in Italy a number of 
independent workers, but up to the present time, unhappily, no co-ordinated 
effort has been made to bring all or any part of these together so as to make a 
systematic plan of research possible. Foa, Sanfelice, Roncali and others have 
especially dedicated their work to the finding of a pathogenic agent of this 
disease, but their conclusions, such, for instance, as the finding of blastomyces 
neoformans by Sanfelice, could not be confirmed by others. 

The non-parasitic theory has been supported chiefly by Durante, who, even 
before Cohnheim’s publication, expressed the opinion, derived from the study 
of the malignant degeneration of moles, that new-growths are of embryonic 
origin. More recently Fichera, as the result of much research work both on 
his own part and on the part of those inspired by him, has come to the con- 
clusion that malignant tumors are not parasitic but are due to a disturbance 
in the balance of the factors which rule the growth of tissues and organs. 
He has called this disturbance “loss of oncogenic balance,’’ meaning thereby 
that the factors which normally inhibit or diminish the growth of tissues are 
less active or not active at all, while the opposite factors are increased. 
Such factors are connected with the function of certain organs, such as, for 
instance, the spleen and thymus, which act as inhibitors of growth, or the 
sexual glands, which favor growth, and they are related to the activity in gen- 
eral of the haematopoietic system. In the older age period the inhibiting 
factors slowly disappear, so that any abnormal or too active cellular growth 
taking place in a tissue as the result of some accidental local irritation or 
other condition, can no longer be checked by the powers of the organism. It 
has been demonstrated by Fichera and his pupils that such oncogenic factors 
prevail in experimental tar cancer also, since the tumors are generally ob- 
tained only after a long time, and then not in every individual, so that the 
anatomic and functional conditions of old age are already established, and 
the organism has been put in a state of toxicosis by the agent that has been 
working not only locally but also generally for so long a time. So that in 
cancers experimentally produced, as well as in those cancers occasionally 
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appearing in consequence of parasites (spiroptera neoplastica, cysticercus fascio- 
laris, bilharzia) or of other agents (for instance, X-rays), the individual disposi- 
tion has its origin in some toxic general effect which the agent induces in the 
organism. 

It has been successfully demonstrated by Fichera that autolyzed extracts of 
some organs have a lytic power on experimental tumors, even to the point of 
checking or completely curing a growing transplantation; hence a great hope 
arose of obtaining the same in human cancer. But so far these researches on 
human beings have not proved effective. 

Conclusion. The part played by the constitution, either congenital or acquired, 
is of fundamental importance in the origin of tumors, and a rational therapy 
of the future will be a biologic one; that is, it will seek, on the one hand, the 
restoration of the normal laws regulating the growth of the tissues, and, on the 
other, the suppression of all factors favoring the newgrowth. I could mention 
many other researches and many names, but I must necessarily pass over these. 
However, I cannot refrain from referring to the researches of Pentimalli on 
chicken tumors, which have demonstrated that the action of the virus is exerted 
directly on the connective tissue and muscle cells, but that this occurs only 
when these are in a state of undifferentiation, which is induced by the irritation 
or stimulus of the injected material. Pentimalli has also studied the conditions 
which favor metastasis and has controlled Gye’s experiment, with negative 
conclusions. 

Rondoni’s work on experimental mouse tumors, and especially on the in- 
fluence of carbohydrates and lipoids on the growth of these, is presenting certain 
working hypotheses which must be developed further. 

It is worth while for people interested in X-ray treatment of tumors to read 
the publication of the late Professor Ghilarducci and of his pupils, as full of 
original thoughts and practical applications. 

With an allusion to the, existence and the prosperous increase of a journal] 
entitled Tumori, edited by Fichera since 1911, I will end this short survey of 
Italian scientific activity. This will certainly be stimulated by the Institute for 
the Study and Treatment of Malignant Tumors which is being built in Milan by 
national subscription under the supervision of a national committee, to whom 
the Italian Red Cross and the Italian League for the Control of Cancer have 
given the most effective support. The cornerstone has already been laid by his 
Majesty the King, who contributed a large sum toward the endowment of the 
institute foundation. 

Social activities and the promotion of science are alike the aim of the 
Italian League for the Control of Cancer, and I do not need to insist espe- 
cially on these, as they are the same ends which every league in the world is 
pursuing. 
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THE WORK OF THE ITALIAN LEAGUE 


The Italian League was constituted in 1922 under the presidency of the 
late Professor Foa; he was succeeded by Professor Marchiafava, and the latter, 
in 1924, by Professor Lustig, who is now President. It is only very recently that 
the League has been in a position to do effective work, since various circumstances 
have prevented this. Its action has of late been vigorously supported by the 
Italian Government with special laws and arrangements to be mentioned later. 

The organization of the League consists of a Central Council in Rome, having 
directive powers, and of committees or sections in each province of the Kingdom 
and in the Italian colonies. The Central Council co-ordinates and supervises 
these outside institutions in their activity, which is left free to develop in the 
way most suitable to the place where the work is done. Through the Central 
Council’s influence and by its financial support a number of centers for the 
pathologic diagnosis of tumors have been established, to which any doctor can 
send specimens to be examined. For this purpose definite rules have been 
formulated, which have not only been sent out in the form of circular letters to 
a very large number of doctors, but have also been spread throughout the 
country through medical journals and through the Bulletin of the Medical 
Federation. 

Our League is in addition developing a continuous propaganda not only 
among the laity but also among physicians, in the conviction that they are the 
ones chiefly responsible if cancer cases are not diagnosed and sent promptly to 
competent men and institutions for treatment. For this purpose the League has 
promoted lectures in many centers and published leaflets relating tothis question, 
which it has freely and widely distributed. This propaganda has the support of 
the minister of Internal Affairs, who through the general director of Health of 
the Kingdom has sent circular letters to the prefects of the provinces to stimulate 
and co-ordinate public and private initiative, thus supervising the existing in- 
stitutions and encouraging the establishment of future ones. A large sum has 
recently been appropriated by the same ministry to help the existing centers of 
diagnosis and to institute new ones in the Kingdom. 

Special hospitals for cancer have not yet been planned, except for the new 
institute in Milan. But sections or wards of general hospitals dedicated to the 
relief of inoperable tumors will soon be instituted in Rome through the influence 
of our League. Roentgen therapy and curie-therapy are given freely in the 
Institute of Radiology of the Medical College in Rome and the Government has 
already secured a large quantity of radium for scientific and therapeutic purposes 
to be distributed among the universities of the Kingdom. A private society is 
also helping to treat poor patients by lending radium to competent men on the 
staff of our hospitals. 
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CONCLUSION 


‘To sum up, the efforts made in Italy for the control of cancer are very young, 
and practical results cannot be expected as yet. Judging from the activity which 
has been stimulated, especially through the devoted work of Professor Lustig, 
the president of our League, and from the interest which the Government has 
shown, we may hope that cancer control will not remain a vague phrase, and also 
that the scientific work will be diligently prosecuted by the new institute and by 
men like those mentioned above, who have made valuable contributions to 
science. 
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THE ORGANIZED MOVEMENT FOR CANCER 
CONTROL IN GERMANY 


By Proressor FERDINAND BLUMENTHAL, Berwin, GERMANY 


Director, Institute of Cancer Research, Berlin; Professor of Internal Medicine, University of Berlin 


HE campaign against cancer is carried on in Germany as in other countries 
in two different ways: by means of scientific research and by explaining 
matters to the people at large. This explanation consists in the requirement 
of certain prophylactic measures and instruction regarding the early symptoms. 

Prophylaxis is based on the knowledge of certain preliminary complaints, 
which are the consequence of chronic chemical intoxication or chronic infection 
and the fact that wounds (bruises) or hurts of nevi, warts, burns, scars and so on 
may later on cause a malignant growth. 

The recognition of the early symptoms is therefore important, because cancer, 
if curable at all, seems curable only in its initial state. For this reason there is a 
continual conflict with the quack doctors because they not only yield no benefit by 
their inadequate treatment, but also allow the time to pass by when an operation 
and use of X-rays may yet prove effectual. 

In Germany cancer education is given by means of popular lectures and pam- 
phlets. 

FORM OF ORGANIZATION 

The organization of this campaign is carried on by the German Central Com- 
mittee for the Study and Control of Cancer, upon whose board of directors are 
representatives of the Government, besides the foremost physicians and great 
cancer research workers. This committee meets four or five times a year, when 
everything regarding the cancer campaign is reported and any important new 
results of research are communicated. The chairman has always been a prominent 
member of the Berlin faculty of medicine; the vice-chairman, the president of the 
Ministry of Public Welfare. ‘The secretary-general, who does the real work and 
has charge of the office, was at the outset the meritorious organizer and fellow- 
founder of the Committee, the late Professor George Meyer; the office is now 
held by the director of the Berlin Cancer Institute. 

The other members of the board of directors, called the Commission, are repre- 
sentatives of the city of Berlin, of the Reichs-Board of Health, of the Reichs- 
Insurance-Office, the directors of the Charité, and the presidents of the committees 
of Bavaria, Saxony, Baden, Hesse, Oldenburg, Thuringia, Hamburg, and Lubeck, 
in which States, in connection with the Central Committee, the particular work is 
done. 

The committees are financed by their States. The German Central Committee 
receives at present from Prussia 6,000 marks, as compared with 10,000 marks 
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before the war. In addition, certain insurance companies and mining associations 
pay yearly from 20 to 200 marks. The Committee has less than 7,000 marks per 
year at its disposal. 

This year we have organized a department for cancer at the Health and Social 
Welfare Exhibition at Duesseldorf (Gesolei), showing live rats and plants with 
cancer tumors. Pictures are also exhibited demonstrating the origin, the progress, 
and the treatment of cancer. Posters are displayed where they are visible to every 
one, on which short sentences are written, such as: “Cancer can be cured by 
means of operation and by X-rays, provided it!e diagnosed early enough.” The 
German Central Committee also issues a magaz_ne on cancer research. Research 
workers receive financial aid from the Committee. Single sums from 200 to 500 
marks are granted yearly. ‘The Committee meetings are held in Berlin. 

A special point is made of helping physicians to reach an early diagnosis. A 
competitive essay by Dr. Fischer-Defoy has been printed and circulated, also a 
pamphlet by Professor Winter of Koenigsberg, entitled ‘“The Cancer Campaign 
in East Prussia.” 

The Kaiserin Friedrichhaus for Medical Instruction has, together with my- 
self, worked out a lecture regarding the nature of cancer and how to fight it, 
accompanied by illustrations and lantern slides for physicians, so that they 
may use it as a groundwork for their own lectures. In all large towns there are 
examining stations, where examinations of specimens of tumors are made free 
of charge. 

Courses are given for the instruction of nurses and midwives so that, when they 
come in touch with the public, they are in a position to tell people about the early 
symptoms of cancer and the importance of seeking medical advice at once. This 
way of fighting cancer is undertaken in the single States of Germany by the local 
committees, and these are always in touch with the German Central Committee, 
which, through lecturers, the sending of material and remittance of money, 
supports the endeavors of the single States, and at the same time represents the 
Local Committee for Prussia. 

What is wanting is money. Besides the above-mentioned 7,000 marks, no 
contributions are made, nor are there any bequests from private individuals 
for the general cancer campaign. 


THE FORMATION OF CENTERS 


Since cancer institutes and cancer departments began to be founded in Ger- 
many, in the beginning of this century, they have become more or less the centers 
of the cancer campaign in those parts of the country in which they have been 
established. First a clinic and a scientific institute, under the name of Samari- 
terhaus, were founded by von Czerny at Heidelberg, which became the center of a 
scientific cancer campaign for the whole of South Germany. 
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In 1903 a cancer department for 20 cancer patients was established in the 
Charité in Berlin in connection with Leyden’s clinic, essentially to give Leyden an 
opportunity of continuing his work regarding the parasitic origin of cancer. When 
Leyden died in 1910, Emil Fischer, the celebrated chemist, and George Klemperer 
were entrusted with this department in order to test the value of certain selenium 
compounds upon human beings, these preparations supposedly having been 
proved effective in animal expec ments. But the tests led to no useful results, and 
when the war broke out, the ii _—_ tute was closed. 

‘Toward the end of the war: lan made by me for the reorganization of the 
Berlin Institute and the erection of a clinical hospital and a radiation department 
was accepted and carried through under the direction of Orth and myself. 

Later on, a department was opened in the Institute for experimental cellular 
research under the management of Rhoda Erdmann, and today the Institute 
possesses, besides the original sick wards for 20 patients in the Charité, an out- 
patient clinic visited annually by more than 2,000 patients, a radiation depart- 
ment in which 50 cancer patients are treated daily with X+rays, radium, and tho- 
rium X, and a hematological department. 

At Frankfort there was a department for experimental cancer research in the 
beginning of this century, attached to the Ehrlich Institute, which, however, 
occupied itself merely with scientific work and not with the treatment of cancer 
patients. Later on a similar department under the management of Dr. Bierich was 
founded in Hamburg. 

These cancer institutes and departments are partly supported by the State and 
partly, like the Heidelberg and Berlin Institutes, by means of moncy collected 
privately. 

The working classes in Germany being fully organized in sick-funds, the cancer 
patients are treated at the expense of these funds, and we draw from them, with- 
out difficulty, about two-thirds of our total proceeds. The remaining third part is 
paid by those who have no organized sick fund, who are chiefly made up of the 
impoverished middle classes. 

The middle class, to which belong today all public officials, all former property- 
owners, all senior lawyers and the greater part of the mercantile class, is not in a 
position in Germany to pay anything at all for treatment. For some of these, 
charitable organizations pay; others have to be treated gratis, so that—strange to 
say—the so-called better classes with their fastidious demands, which they keep 
up during their treatment in the Cancer Institute, constitute a great financial 
burden to the Institute, whereas the help of the sick funds for the working classes 
represents, as it were, the financial back-bone of the Institute. 

Cancer institutes or special departments for the treatment of cancer patients 
are, generally speaking, not popularin Germany. It is maintained that they would 
seem to the public like death houses and be looked upon with horror. Hence, for 
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the most part, in place of special departments an assistant is charged with the 
scientific work of the cancer problem, or with the radiation treatment of cancer 
patients, usually in the surgical hospital. 

The difficulties which Czerny had to overcome at the establishment of the 
Heidelberg Cancer Institute were depicted by him in its day. 

The Berlin Institute could carry its point only by succeeding in enlisting the 
interest of the Government for the Institute, and then only when the money had 
been raised for it by private subscriptions. While I found but little support among 
physicians and students of medical science, I succeeded in interesting lay circles, 
especially the deputies of the Prussian National Assembly. Had it not been for 
these the Institute would have been closed, for influential medical judges had de- 
clared that the existence of cancer institutes was superfluous, on the ground that 
cancer research and cancer treatment could just as well be carried on in other 
scientific institutes and hospitals. 

An institution such as you in America call a “‘temporary”’ clinic would be ob- 
jected to by private physicians here, who would assert that their reputation would 
be discredited if physicians from great hospitals in other cities were consulted, 
or if some of these were put forward as particularly qualified with regard to cancer 
work, owing to their occupation in such hospitals. 

Above all, the objection has to be overcome, that in all large cities the hospitals, 
containing surgical departments and affording an opportunity for X-ray treatment, 
have all the requirements for cancer diagnosis and treatment already at hand. 


DIFFICULTIES ENCOUNTERED 


It is difficult for the advocates of special cancer departments to carry on their 
campaign with a statement of the whole truth, namely, that for the X-ray diagno- 
sis of malignant growths and for the application of an effectual therapy an amount 
of experience is necessary which cannot be acquired with the little material avail- 
able in middle-sized towns of from twenty to a hundred thousand inhabitants, 
especially when the material is dispersed. 

It is our observation in the Cancer Institute, that, as a rule, early diagnosis is 
definitely delayed and that radiation treatment iscarried out by many who under- 
stand but little of it, not to mention the fact that the necessary radium treatment, 
or the treatment with thorium X by the larding method (Spickmethode), is scarce- 
ly ever applied outside of the larger institutes——the former, owing to the lack of 
radium, and the latter, on account of the technique not being understood. 

I do not think that I exaggerate, when I assert that, while the surgical treat- 
ment of cancer is carried out nearly everywhere in Germany to practical perfec- 
tion, the places are relatively few of which one can say that radiation is adequately 
done. Hence it is that radiation has often been discredited in consequence of 
wholly unsatisfactory results, and that there is an inclination to turn away from 
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radiation altogether, and to put confidence in some new remedy, for which much 
advertisement is made. 

You see, we have very dissimilar circumstances in Germany. In certain large 
places, like Berlin, Erlangen, Heidelberg, Frankfort, Hamburg, Munich and Frei- 
burg, where cancer institutes exist, we may say candidly that the arrangements for 
diagnosis and treatment of cancer patients answer the requirements. I am sure 
this is also the case in one or another town besides, but a great deal can and must 
yet be done in Germany before one can say that the diagnosis and the treatment 
of cancer are practically up to date, to correspond with the standing of scientific 
knowledge. 

Dr. Roesle has recently prepared mortality and morbidity statistics for the 
whole of Germany, based upon the total number of cancer cases coming toautopsy. 
These statistics are the more important as showing that cancer is on the increase 
in Germany. Deaths from cancer have in some parts of the country outnumbered 
those from tuberculosis, and far exceed the latter in persons over 50 years of age. 

The German Central Committee is the deliberative body for all cancer ques- 
tions for the entire east of Europe. From Roumania, Jugoslavia, Hungary, Poland 
and the Baltic States questions are directed to us. An important mission of the 
Central Committee is also to support scientific research. 


CANCER CONTROL IN EASTERN EUROPE 


The experience, however, which we have had in Germany with letters received 
from other countries proves that, with the exception of Russia, nothing is being 
done in the rest of Eastern Europe. When patients from these States wish to 
come to Germany for treatment, the Governments make all possible difficulties. 

I have very rarely received any answer to the plans I have drawn up for the 
organization of cancer control or to inquiries as to whether what I had proposed 
had been carried out in those countries. I drew up these plans partly at the re- 
quest of individual men prominent in the medical profession, and partly at the 
request of official authorities of the countries in question. Often I was informed 
that there was no money on hand. I am of the opinion that those who wish to 
organize a cancer campaign in such countries should receive an international 
appeal urging them to this course. We must adopt such a resolution and make it 
known to the whole world. We must also support these countries, more than 
hitherto, by providing speakers and by sending them money, appliances for teach- 
ing, and pamphlets. 

Nor is it only money that is wanted; there is a certain inertia prevailing, due 
partly to the thought of the hopelessness of cancer control—an opinion which is of 
course founded on an ignorance of the facts. A single place must be established 
where the printed material concerning cancer control in all countries is collected, 
so as to ascertain what is really being done. 
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Existing popular papers, as, for instance, our Merkblatt, should be translated 
into as many foreign languages as possible, and suitable persons found to dis- 


tribute them. 

Experts on cancer questions should be summoned to travel in the respective 
countries, create organizations there, and by means of lectures instruct a circle of 
physicians, who again, in their turn, will instruct other physicians. An Inter- 
national Central Committee ought to be established, having sub-committees in 
all countries, carrying out our ideas and for this purpose controlled by us. If 
such resolutions as these are adopted and carried into effect, I believe that 
this gathering will prove a great blessing to all mankind. 


DISCUSSION 


Dr. J. A. Murray, London: May I say just one word on a point brought out by 
Dr. Bastianelli and Dr. Blumenthal in their papers? I think that it is very significant 
that where the deaths from cancer are the highest the reported increase is least,—and 
Dr. DuBois pointed out there had been no increase at all in Switzerland, with a cancer 
death rate standing at 125 per 100,000. When this is contrasted with the increase of 
30 per cent in the United States in the 10-year period 1914-1923, it looks as if the 
Swiss figures may represent more truthfully the cancer mortality than do those of 
countries with lower rates. 

But in all these considerations of the reported increase of cancer, I think we must 
realize that the total mortality is a thing which is made up differently in the different 
countries. It is a remarkable thing that in so many distinct communities in which the 
mortality referred to the different organs varies so widely, the total should correspond 
so closely. In England, for example, cancer of the uterus has been at a standstill for 
many years, and nevertheless we have an increasing total mortality; so that we have 
to consider not merely the factors which can be responsible for the increase of cancer 
as a whole, but the limiting conditions for the different organs varying in the different 
countries. 


Dr. Howarp C. Taytor, New York City: I think that in the series of papers 
we have heard yesterday and this morning we have had a splendid report of the work 
for cancer control throughout the world. It is interesting that so many countries 
are doing this work and doing it in very much the same way. They have the same 
problems. 

I was struck with the statement of Sir John Bland-Sutton about cancerphobia in 
England. We have it here, though it is being replaced by a desire to know the real 
facts,—an intelligent demand for correct information. The book by Dr. Childe, Cancer 
and the Public, first published under the title The Control of a Scourge because the 
publishers would not use the word “cancer” in the title, is an excellent one for the lay 
reader. This shows the change in the attitude in England about the use of the word 
“cancer.” Now it is much more used than in the past. The same is true here. The 
newspapers are willing to take the material given to them, and facts are beginning to be 
called by their proper names. 

The description of cancer centers in France is interesting. In America there is 
excellent surgery done in all parts of the country even in the small towns and it is 
probable that most of the surgery for cancer will continue to be done near the home of 
the patient. It would not be practical in America to have cancer centers in sufficient 
numbers to take care of all the cancer cases. 
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Dr. Howarp LILIENTHAL, New York City: This morning Dr. Bastianelli accentu- 
ated the aspect of biochemical and similar factors as possibiy important in the produc- 
tion of cancer. You will also recollect that Sir John Bland-Sutton, in speaking of 
remedies for cancer which may seem to be effective, particularly mentioned vaccines 
and toxins. 

It seems to me that we should not permit this Symposium to close without giving 
attention to the use of toxins in certain forms of malignancy, notably the sarcomata. 
Merely in the hope of starting discussion, I would say that I have long been interested 
in the treatment of sarcoma by means of the erysipelas toxins of Coley. I am not 
prepared at this time with statistics, but I will say that my proportion of good results, 
which can be described only as cures, has been considerably greater than the modest 
percentage claimed by Coley himself. I believe that in the future we shall have a better 
understanding of the use of foreign proteins of this type in the treatment of malignancy. 
There is manifestly a great advantage in employing an agent which has an effect upon 
the entire organism instead of in conjunction with the various radiation agents which 
act merely locally. 


Pror. WILLIAM DE Vries, The Hague: I should be glad to make a few remarks on 
the increase of cancer. If you were to ask me if cancer has increased, I should say that 
I do not know if it has really increased or has only apparently done so; but I wish to 
give a few arguments that may be used in the direction of’a real increase of cancer. 
Tomorrow I will show a diagram of the cases of cancer in my country—Holland. We 
have the figures on cancer in general from 1867 to 1924. In 1867 the frequency of cancer 
per 10,000 inhabitants was 3.4. This has increased until the figure of 11.2 per 10,000 
was reached in 1924. The diagram shows that the increase has taken place very regularly. 
And so I think the form of this curve may indicate a real increase of cancer in our 
country. 

The second argument is this: It was mentioned by Dr. Hoffmann in his book on 
statistics that Walshe, commenting on the increase of cancer in London, said that the 
seeming increase might be produced by a decrease in the deaths from infectious diseases 
and by better diagnosis rather than by a real increase in cancer. This, you see, is the 
same argument that is used at present to account for the increase in the official death 
rate from cancer. It was used a hundred years ago in the same way as at present. If 
I remember rightly, of 1,000 deaths 6 were brought about by cancer. At present in my 
country, of 1,000 deaths, 114 are brought about by cancer. The same argument that 
was used to show that 6 deaths out of 1,000 were brought about by cancer is used when 
this mortality has increased to 114 per 1,000. I should say that this reported increase 
meant a real increase. 

I have a third argument: In looking in the literature for comparison between 
correct diagnosis formerly and at present, I found only one publication where the 
clinical diagnosis in two periods of 15 years was controlled by autopsies, and there 
was scarcely a difference between the two periods. So I am not inclined to think 
very much of this increase of our knowledge in cancer when we have to do not with 
beginning cancer but with cancer that has caused the death of the patient. That is 
my third argument. 

Considering the influence of reaching a greater age, that is, whether an increase in 
cancer is the price we have to pay for longer life, I have only to say that for my country 
this has been worked out by our statistician Professor Stuart and by Professor Deelman, 
and both have come to the same conclusion,—that the increase of cancer cannot be 
attributed to age incidence of our population. So, if you ask me about the increase of 
cancer, whether it is real or only apparent, I don’t know. I only want to give a few 
arguments for the opinion that this increase may be at least partly real, and not only 
apparent. 
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Dr. Isaac Levin, New York City: I wish to go on record in two matters of great 
importance to the future of the cancer problem, in connection with the paper of Dr. 
Blumenthal and the following remarks of Dr. Taylor. 

Dr. Blumenthal presented the situation very clearly, and his conclusions are true, 
not only for Germany but for the rest of the world. I refer to his statement that the 
medical profession, and particularly the surgical specialists, maintain that the diagnosis 
and therapy of cancer do not constitute a specialty, and that a well equipped general 
hospital is fully capable of taking care of cancer patients. This in spite of the fact that 
specialization in medicine is drawn so fine today that, for instance, we not only have 
laryngologists, but tonsilologists and special tonsil hospitals. 

It is impossible to conceive that cancer, a chapter in medicine which presents the 
most complex and difficult problems as regards research, diagnosis, and therapy, is not 
a specialty. While admitting that an individual surgical clinician of experience may be 
able to take care of any cancer patient in a correct manner, I wish to show the many 
reasons which make the organization of special cancer institutions or hospitals indis- 
pensable. Such cancer institutes must not only take care of cancer research but also 
actively care for and treat cancer patients. I shall indicate a few of the reasons why 
the establishment of cancer institutes is the most important step in the solution of the 
cancer problem. 

1. At present there is no question but that the great majority of lay people fear the 
knife and hope that their particular cancer—and many of the cancer patients suspect, 
if they do not actually know, that they suffer from the disease—can be cured by another 
remedy than surgical intervention. 

In the course of many years of clinical work at the Montefiore Hospital and particu- 
larly at the New York City Cancer Institute, which is known to be a clinic and hospital 
for cancer patients only, I have made over and over again the following observation: 
A cancer patient who has refused to be operated upon at the advice of a general surgeon 
and has entered the Institute with the hope of finding another remedy, readily undergoes 
the operation when so advised at the Institute. On the other hand, if recognized cancer 
institutions were non-existent, this would play into the hands of commercial establish- 
ments like the Koch Cancer Foundation, and many similar fake organizations which 
actually advertise their antitoxins, serums or what not, and claim to cure all cases of 
cancer. They bear pseudo-scientific names, claim to have special scientific departments, 
have physicians’ names on their literature, which simulates in form real medical liter- 
ature, and use all the slogans of scientific institutions. If scientific medicine refuses to 
maintain cancer hospitals and cancer institutes, then cancer patients will be thrown on 
the mercy of these quack institutes. That is undoubtedly a very important reason for 
the establishment of cancer hospitals. 

2. Another reason for having cancer hospitals and cancer institutions is the 
educational influence which their mere existence would exert on the general public. 
The fact that a number of scientific institutions are organized for the treatment of 
cancer will impress the public as proof that cancer cannot be a hopeless condition, since 
otherwise there would exist only homes for incurables to which cancer patients would 
be sent to die. 

3. The third and most important reason for such institutes is the following. A 
few surgeons of experience may know all the phases of clinical cancer. But the profession 
at large, in my estimation, recognizes only the late hopeless stage of the disease and 
misses the early hopeful stage, with a resultant pessimistic attitude toward the whole 
problem. Unfortunately, I find it to be true even when it concerns the physicians’ own 
families. A young surgeon who obtains his training in a fully equipped cancer hospital 
and clinic has an opportunity to see, alongside of one another, all types of cancer patients. 

In conclusion, I want to say that the public as well as the profession must realize 
that even 30 per cent of success, which was mentioned today, is after all not a hopeless 
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situation. An epidemic of influenza with pneumonia gives a lesser percentage of success. 
The laity and the medical profession must be impressed with the fact that cancer is not 
always a hopeless condition. Since this is so and a cancer hospital must be considered 
a necessary part of scientific medicine, then it is my conviction that it is necessary to 
call a spade a spade, and that the public must be educated not to be afraid of the name 
of cancer, but must be frankly told, if that is the fact, that they have cancer, and that 
cancer in the very early stages can be eradicated as easily as any other disease. 


Pror. J. MAtsin, Louvain: I agree with everything that has been said in favor of the 
organization of cancer hospitals. 


Dr. LERoy Lone, Oklahoma City: There are certain things in connection with the 
control of cancer about which we all agree. We agree that it is a good thing to make a 
proper investigation, and that such investigation should be made early so that every- 
thing possible may be done to save the life of the patient. We seem to be in agreement 
about suspicious signs and about the desirability of early treatment. 

We are in agreement about the clinical aspects of cancer, but do we sufficiently 
emphasize the importance of research in our effort to determine the essential cause of 
cancer? I believe that- the time has come when a great organization like this should 
support more actively the cloistered individual who is dedicating his or her life to the 
investigation of this problem of humanity. We ought to throw off our preconceived 
ideas and, without fear, wait for the truth to be demonstrated, and while we wait we 
ought to support actively those who are making the investigations. 

Throughout the history of medicine advancements have been made in the face of 
lethargy and opposition. Too often the labors of those engaged in the elucidation of 
great problems have been recognized only after they were dead. Only a few, like 
Pasteur, have been able to weather the scorn and lethargy and fierce opposition, and 
to receive late in life the open confidence of the profession. 

In connection with the cancer problem, valuable work has been done by the Rocke- 
feller Institute and other organizations in this country. Work of remarkable value has 
been done by many institutions and individuals all over the world. But when we come 
together to talk about cancer we do not hear much about it. If we only consider the 
work of Maud Slye and what it may well mean, accepting only the truths that she has 
established beyond question, we have a striking demonstration of the value and far- 
reaching influence of the investigations made by the trained laboratory worker. 

“ After all and above all, Truth carrieth away the victory.”’ Let us educate the 
patient to have an investigation of a suspicious condition. Let us study the case of 
every patient and give the best treatment we can in our crippled empirical way—and 
that is now all we can do—but let us at the same time unselfishly support the men and 
women who are trying to find the truth about this scourge of humanity so that we shall 
be able not only to tell the patient that he has cancer, but at the same time be able to 
tell him why he has it. 


Miss Maup SLyE, Chicago: I was happy in listening to Professor Bastianelli to hear 
that in Italy also work is being done on the “constitutional influence” upon cancer. 
Back of the constitutional influence we must all agree lies, at least in part, the tremen- 
dously important factor of heredity. 

There are two points that I wish to make: the first is in regard to statistics. 

The statistics of the laboratory can be completely manipulated. Since it is possible 
by the genetic method to analyze the genetic possibilities of every animal under study, 
it is possible to know what each one is going to do in the way of transmission of inherit- 
able characters. After I have analyzed these animals by the genetic method (as I have 
analyzed every animal appearing in my reports), it is possible by proper mating to get 
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whatever statistics we want. If we desire 5 per cent of cancer incidence in the laboratory 
in two generations, it is possible to secure it. If we want go per cent in two generations, 
it is possible to secure go per cent. I can hold cancer off for as many generations as is 
desired, and can then produce it in the next generation by the right selective mating of 
the right individuals analyzed so that they can be depended upon to do what is expected 
in the transmission of cancer. 

I wish to suggest that in the human species, unless we assume that man is unrelated 
to other forms of life and stands in a class by himself, some of the fluctuations in human 
statistics are due to the fact that we pay no attention whatever to genetics in the 
species man. 

The second point: There are, apparently, two factors necessary to produce cancer: 
first, an inherited susceptibility to the disease, and, second, irritation of the right kind 
and in the right degree applied to the cancer-susceptible tissues. For example, in these 
mice that inherit susceptibility to spontaneous breast cancer only, cancers do not occur 
from irritations other than those applied to the breast tissue. In this laboratory the 
same type of irritation applied to various strains of mice produced entirely different 
results. One type of irritation studied was a wound on the face, leg, neck, or tail, caused 
by a cutting blow from a cage door. 

1. If the mouse is a member of a non-cancer strain, such a wound produces only 
scar tissue which eventually is partly or wholly absorbed, leaving no bad results. 

2. If the mouse is a susceptible member of a breast carcinoma strain, no tumor 
arises if the breast tissues are not injured by the blow. Normal healing takes place. If 
the breast tissues are injured by the blow, cancer arises at the point of injury. 

3. If the mouse is a susceptible member of a strain carrying any type or types of 
internal tumors, either thoracic or abdominal, but in no other locations, such a blow 
produces no cancer, unless it injures the susceptible thoracic or abdominal organs. 

4. If the mouse is a susceptible member of a sarcoma strain carrying subcutaneous 
tumors, such a blow generally will be followed in brief time by a rapidly growing 
sarcoma at the site of the wound. 

5. If the mouse is a susceptible member of a strain carrying squamous cell carcinoma 
of the skin, such a blow will often occasion squamous cell cancer of the skin in the region 
injured. 

6. The experience of this laboratory has seemed to indicate that even susceptibility 
to skin cancer is localized. This means that if a mouse susceptible to skin cancer of the 
face is struck anywhere except on the face, normal healing occurs. If the mouse is struck 
on the face with exactly the same type of blow, face carcinoma or sarcoma (according 
to which kind of susceptibility the mouse carries) will occur at the site of the injury. 
A notable case of this was Mouse 7,618, a member of a strain carrying both carcinoma 
and sarcoma. When she was struck on the face by a cage door this mouse developed a 
carcino-sarcoma at the site of the injury. 

I bring up these two points at this time as perhaps of interest to you. 
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CANCER OF THE STOMACH 


By DONALD C. BALFOUR, M.D., RocHestTer, MINNESOTA 


Professor of Surgery, University of Minnesota, Graduate School of Medicine, Minneapolis 


“\ ANCER of the stomach can be cured by removal of the growth in an early 
+ stage of the disease. This must be the keynote of any campaign to lessen 
the number of deaths from this disease. Unfortunately the conditions 
which make cure possible are too infrequently met with, and many victims die 
unnecessarily, because there was a time when the cancer could have been recog- 
nized and even eradicated. The basis, therefore, for the successful treatment of 
cancer of the stomach, as for the treatment of cancer anywhere in the body, is 
early recognition. 

The next essential in the prevention of unnecessary deaths from cancer of 
the stomach is to obviate the delay which ensues between the diagnosis and 
the institution of the one measure, namely, surgical treatment, which gives 
any prospect of cure. It is these two phases of the subject which I shall discuss 
briefly. 

The difficulties in recognizing cancer of the stomach, or, in fact, cancer of any 
of the intra-abdominal organs, are greater than those met with in the diagnosis 
of lesions which can be seen or felt or which give rise to early and pronounced 
symptoms. Until recent years little progress toward the earlier recognition of 
cancer of the stomach had been made. A very marked advance took place with 
the realization, unfortunately not as yet general, that the textbook description of 
cancer of the stomach has done more harm than good as far as early diagnosis is 
concerned, since such descriptions are of the late stages of the disease when treat- 
ment rarely affords any promise of permanent relief. The early clinical manifesta- 
tions of cancer of the stomach are often slight and may be entirely lacking. If it 
can be impressed on the public, as well as on the profession, that cancer of the 
stomach may exist without pain (in fact, it is very rarely associated with pain 
at any stage), without indigestion, without loss of appetite, without loss of weight, 
and without anemia, much will be accomplished toward the earlier recognition of 
the disease. If it is true that cancer of the stomach may actually be present with 
few or no signs on clinical examination, have we any other method at our dis- 
posal which will make it possible to recognize the disease before it has given rise to 
pronounced symptoms? 

Fortunately such a method is available, namely, examination by the roentgen 
ray; and it is safe to say that it is the greatest contribution which has been made 
to the earlier diagnosis of cancer of the stomach. It is now more important than 
all other methods of detecting the disease. The competent roentgenologist can dis- 
close by fluoroscopic examination the smallest cancers of the stomach, regardless 
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of their situation. The medical profession has been slow to recognize the im- 
portance of this fact and also has not been fully aware that incomplete clinical 
examination and prolonged observation to determine whether or not cancer of the 
stomach is present have done immeasurable harm because of the fatal delay in 
those cases in which the symptoms did not justify a diagnosis of cancer. The 
American Society for the Control of Cancer, in instructing the public in the facts 
about cancer of the stomach, may well urge the inclusion of a fluoroscopic exami- 
nation by a competent roentgenologist in the investigation of any digestive dis- 
turbance after one has reached the age of thirty-five. The campaign for periodic 
health examination has at least the virtue of emphasizing the importance of 
complete examination. 

The two lesions of the stomach which are worthy of consideration are cancer 
and ulcer; and when it has been demonstrated by roentgen ray that a lesion is 
present in the stomach, there are three chances out of four that it is cancer. This 
loss of time between the discovery of the lesion (or the strong suspicion that it 
exists) and the carrying out of proper treatment is rather difficult to explain. The 
human instinct to disregard or minimize the significance of minor symptoms, 
often because of the fear that some serious trouble will be found, together with 
the disinclination of the physician to assume his full responsibility, and the 
errors in advice to patients, particularly in counseling or agreeing to delay, 
all contribute to deny the patient the best chance for a cure. I believe that 
the American Society for the Control of Cancer will be directly responsible 
for saving many lives and much suffering if these points are repeatedly em- 
phasized. 

A third fact which the Society might well include in its teaching is that an 
ulcer of the stomach not only may bea precursor of cancer but may actually be a 
cancer at the time it is depicted by the roentgen ray. It is well known, because it 
has been proved innumerable times, that the site of chronic irritation at any point 
in the body may ultimately undergo cancerous degeneration. This fact is appli- 
cable to ulcers of the stomach. We frequently find, therefore, a lesion of the stom- 
ach which has every appearance of being ulcer, but which on removal and careful 
microscopic examination proves to be cancer. It is quite unnecessary to discuss 
whether such an ulcer has become cancer or whether it was cancer from the begin- 
ning; the fact remains that judging by roentgen-ray and clinical evidence it be- 
haved as a benign gastric ulcer and differs from such a lesion in that in its further 
course it acts as a cancer which, if not removed, will take the life of the patient. 
Fortunately gastric ulcer is a comparatively rare disease; and it is also fortunate 
that duodenal ulcer, which is ten times as common as gastric ulcer, practically 
never develops into cancer. The point, therefore, that the removal of gastric 
ulcers will contribute largely to the control of cancer of the stomach should be in- 
cluded in the educational campaign of the Society. 
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At the present time the only known treatment that offers any promise to the 
patient with cancer of the stomach is surgical. It is from the results of surgery, 
therefore, that we can determine what can be accomplished by treatment; and 
it is from surgical experience that we can acquire impressions which should be 
valuable in improving the situation as it now exists. 

In the Mayo Clinic we have seen over 6,000 cases of cancer of the stomach 
since 1910, and in 50 per cent of this number it was considered advisable to explore 
the stomach to determine whether or not the growth could be removed. In 40 
per cent of the cases thus investigated it was found that the growth could be re- 
moved. In 22 per cent it was found that gastro-enterostomy could be performed, 
and in 38 per cent nothing more than exploration was done. The prospect of 
permanent cure after removal of the growth depends largely on the extent of the 
disease. 

When the cancer was confined to the stomach and the lymph nodes were not 
involved, 53 per cent of the patients were found to be alive and well three years 
after the operation. When the disease had spread into the lymph nodes only 20 
per cent were alive and well three years after the operation. The removal of the 
growth is frequently undertaken as a palliative measure when it is quite obvious 
that the disease cannot be cured because of involvement of the liver, some other 
abdominal organ, or of the lymph nodes in the supraclavicular space. Such pallia- 
tive operations are occasionally followed by long periods of good health, and under 
favorable conditions they are very well worth while. 

Gastro-enterostomy may give extraordinary relief to some patients if the out- 
let of the stomach is markedly obstructed, and may be followed by a considerable 
period of complete relief from symptoms. The apparent cures which have followed 
the operation of gastro-enterostomy for an obstruction at the outlet of the stom- 
ach, thought to be due to cancer, are explained by mistakes in diagnosis. It should 
also be appreciated by those interested in the control of cancer that an absolute 
diagnosis of cancer should never be made unless the tissue removed from the 
growth or adjacent lymph nodes had been pronounced cancerous by a compe- 
tent pathologist. This fact is very little considered by those who claim cures for 
cancer. 

The risk of surgical removal of cancer of the stomach approximates 10 per 
cent, but the safety of operation is very much enhanced by carefully preparing 
the patient for operation, controlling the symptoms of obstruction, and build- 
ing up the general condition of the patient by suitable diet, the administration 
of fluids, and, if necessary, by transfusions. Under such circumstances the 
operative mortality of partial gastrectomy for cancer may be maintained at 
5 per cent. 

Important facts to be brought home in a campaign of educating the public 
on the subject of cancer of the stomach are: (1) The best prospect for an early 
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diagnosis will come from constant emphasis of the deceptiveness of cancer because 
of the mildness and indefiniteness of its symptoms; (2) chronic gastric ulcer is the 
only definitely known cause of cancer of the stomach; (3) the roentgen ray is the 
most valuable means we have of diagnosing intragastric lesions, and the accuracy 
of the method in competent hands is about 97 per cent; (4) when a lesion is demon- 
strated, there are three out of four chances that it is malignant; (5) surgical treat- 
ment offers the one and only hope of cure, and (6) in the early stage of the disease 
adequate removal offers a good prospect of permanent cure. 


DISCUSSION 


Dr. Cuares H. Mayo, Rochester, Minnesota: This meeting is a gathering of the 
allies of the whole world to fight cancer. The public control of cancer and the medical 
control of cancer can be accomplished only when all men are informed concerning its 
principal cause and its cure. Dr. Bloodgood’s paper will, I am sure, give a comprehensive 
outline of what has been accomplished in the last few decades in the control of cancer. 

If patients with cancer are not seen early when there is a possibility of cure, death, 
unlike death from acute infections, drags slowly, sometimes through years, before the 
struggle, first for cure, then for relief from pain, ends. 

While this meeting ‘was not expected to be productive of much that is new with 
regard to this all-important subject, we shall nevertheless profit greatly by our discussion 
together of even the little things that may have a bearing on the problem, and we shall 
go away inspired by the feeling that all the world is united in the attack against the 
disease. 

Since our knowledge of cancer is as yet so incomplete, our criticisms of methods of 
investigation must be constructive rather than destructive, and it behooves us to investi- 
gate with open minds all new methods attacking the problem. Even most unpromising 
hypotheses may develop into an idea worthy of consideration. I would even go so far 
as to observe the methods of the so-called cancer quacks. As Sir John Bland-Sutton 
said yesterday, “ We do not care who brings out something new if it only brings the cure 
of cancer.” 

Sir John also referred to Paget’s opinion that if people lived long enough they would 
eventually have cancer. There lies the explanation for the increase in cancer, if it is on 
the increase. In 1850 the expected length of life was 40 years, in 1875 it was 45, and now 
it is 58. Much of this prolongation of life can be fairly credited to the direct work we 
have done in the control of disease and to the education of the public. The increase in 
cancer is thus the inevitable result of the progress of medicine generally. 

The influence of heredity on cancer has been much debated, but heredity is not 
immune to adverse influences any more than soil is. One can see changes in the soil of 
the abandoned farms in New York. The way the individual lives may undo the good 
that he has inherited. Experiments have shown that irritation will so stimulate cells as 
to render them susceptible. 

We often see the influence of heredity illustrated in our patients. I recall a brother 
and sister who were patients in our hospital at the same time with cancer of the ascend- 
ing colon. One of them was 45 and the other 51. The mother and one sister in the same 
family had died of cancer in the same part of the colon. I was thinking of these four 
patients when Miss Slye was reporting that there was some difference in the biochemical 
condition of the disease in the ascending and descending portions of the colon. 

The advocates of such quack treatment as Dr. Levin has mentioned are difficult to 
deal with. They publish their own journals, in a form similar to the regular medical 
journals. They insist that they are not maintaining secrecy and yet the whole truth 
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about their methods is not published. I believe that these men start out honestly and 
are even inspired by a great hope. They believe in themselves even after they have 
forsaken the ways of truth, and science has disowned them. The land is full of these 
dabblers. I am constantly receiving letters offering me, for a small sum, some external 
application that is a sure cure for cancer. 

Only 2.5 per cent of cancers affect the skin, about 10.5 per cent the breast, and about 
the same number the genital tract. More than one-third affect the stomach. How 
ignorant we are of the early signs of cancer of the stomach is shown by the fact that as 
great a proportion of doctors as of laymen come to us with this disease. 
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THE RADIOLOGICAL TREATMENT OF CANCER 


By ROBERT B. GREENOUGH, M.D., Boston, MAssAcuuseEtrts. 


Director, Harvard Cancer Commission and Huntington Memorial Hospital, Boston; Assistant Professor of Surgery 
Harvard University 


AHE treatment of cancer by X-ray and radium is a subject of such com- 
plexity and of such diversity of opinion, that an attempt to present it in 
detail on this occasion is impossible. I have been asked, however, to bring 

this subject before you to promote discussion, and that purpose I feel sure can 
be accomplished, for there are few subjects in which opinions differ so con- 
sistently as upon the value and the methods of application of radiotherapy to 
the control of cancer. 

In one respect, however, medical opinion is very well united. No one today 
ventures to dispute the fact that the addition of radiotherapy to our resources 
has been of enormous benefit in the treatment of cancer. It has already modified 
what may be called the former standard treatment of cancer in many situations, 
not only in the advanced cases but in early and favorable cases as well. 

It is chiefly in the details of its application, and in the estimate of its value 
in the manifold different types of the disease that the opportunity for differences 
of opinion is so manifest. 

The object of this Symposium is the desire to ascertain the established facts 
in regard to cancer and its treatment which can be agreed upon by the eminent 
authorities here present, and published to an expectant public as the fundamental 
principles upon which the control of this disease must, for the present at least, 
be based. ‘The radiological treatment of cancer must be regarded, therefore, 
not as a method of treatment to be advocated and defended by a partisan, 
but as one of several different methods of treatment, available to any group of 
physicians or surgeons engaged in the treatment of this disease. It rests with 
those who are called upon-to deal with the individual case of cancer to select 
that method of treatment, whether it be by surgery, by radiation, or by other 
methods, or indeed by any combination of these measures, which will yield to 
the individual patient the best results. It is in this spirit that I would present 
for your consideration the resources which have been added to the armamenta- 
rium of those engaged in the treatment of cancer patients by the development 
of radiotherapy. 

With your permission and for the purpose of this discussion, we will assume 
that certain facts in regard to cancer are established: namely, that cancer is a 
disease of the cells of the human or animal body, which arises in a single loca- 
tion, and is characterized by a progressive growth of those cells, first locally 
and later by transfer through the blood or lymph vessels or by other routes to 
more distant parts. As a rule it is this tendency to the transplantation of the 
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disease to deeper and more remote parts of the body which in late cases pre- 
vents the effective use of surgical or other methods of eradication of the disease, 
and it is usually the interference with vital functions produced by these internal 
and remote developments of the disease rather than the primary local growth 
which causes the death of the patient. 

Although the above statement may be accepted as a reasonable picture of 
cancer in general we must not lose sight of the fact that the broad term “can- 
cer” covers a multitude of different conditions, varying in anatomical situation, 
in manner and in rapidity of growth and of extension, and thus varying also 
in the extent to which they may be affected by therapeutic measures directed 
toward the amelioration or cure of the disease. 

Before the application of X-ray or radium to the treatment of cancer, surgical 
measures which aimed at the removal or destruction of the disease were the 
only effective methods of treatment, and in too many instances were employed 
without success in advanced cases for the simple reason that no other treatment 
was available. Under these circumstances the few successful surgical removals 
of the disease formed so small a proportion of all cases operated upon that a 
high degree of pessimism developed not only among the laity but in the medical 
profession as well in regard to the possibility of cure by operative measures. 

Since the advent of radiotherapeutics this situation has changed. Many 
painful, dangerous, and ultimately useless operations have been avoided and a 
more rational method of treatment substituted, which is greatly to the benefit 
of the patient afflicted with this disease. This fact alone would amply justify 
the development of radiotherapy, although this is only one of the many ways 
in which radiation has contributed to the welfare of the patient. 

A technical discussion of the effects of radiation on living cancer cells and 
upon the surrounding normal cells of body tissues would here be out of place. 
We have as yet little accurate knowledge of the exact methods by which altera- 
tions in the rapidity of growth and in the specific functions of cells are brought 
about by the radiations of radium and of X-rays. We do know that under the 
influences exerted by the absorption of these penetrating radiations, profound 
changes in the cells occur which may be carried even to the point of their death 
and destruction with sufficient dosage. 

There are, roughly, two entirely different effects that can be obtained by 
radiotherapy, each of which may be of service in the treatment of cancer. The 
first effect is that of a retardation of growth without of necessity producing 
the actual death of the tumor cell. This is the remote effect which represents 
so unique an advance in our resources in dealing with the deeper manifestations 
of cancer. It is probable that this effect is produced in part by direct action 
on the tumor cell and in part by the changes produced in the surrounding tissues. 
It is certain that prolonged radiation leads to a diminution of the local blood 
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supply and to the production of a degree of scar tissue formation about the 
tumor which tends to encapsulate the tumor cells and deprive them of their 
necessary circulation. No one who has had occasion to operate in a region of 
the body which has been exposed to prolonged radiation can fail to have been 
impressed with the diminished vascularity and the increased scar tissue forma- 
tion in the tissues so exposed. 

The second effect is the caustic destructive effect of radiation. This is a 
very positive effect obtained by the intense exposure of tissues to radiation and 
one which in certain regions has definite advantages over other destructive 
agents, such as the cautery. Cancer of the cervix is an example of a region in 
which this effect can be employed to advantage, and in other regions of the 
body the destructive effect obtained by the radiations of radium or X-rays may 
often be employed with more accuracy and with less discomfort to the patient 
than by other surgical measures. 

Two other effects of radiation upon living tissues have been described: one 
is that of stimulation of growth which is supposed to be produced by very 
minute doses of radiation; the other is a degree of modification of growth such 
that cells which are abnormal in their growth or function may be influenced by 
suitable radiation to return to a more normal behavior. 

The possibility of stimulation has been much discussed. Radiations of X-ray 
or radium cannot be supposed to supply any factor necessary to cell growth, such 
as heat, sunlight, food, or moisture. It is probably only by temporary interference 
with some normal cell function from which recovery later ensues, that an apparent 
stimulation can occur. Such a phenomenon has been described in the radiation of 
paramoecia by Bovie. Whether such a condition is encountered in the treatment 
of cancer by radiation is perhaps open to discussion, but it is the accepted belief 
in our clinic at least, that minute doses of radiation are of little benefit to the 
patient and may increase the rapidity of development of the disease. 

The modifying effect upon cell growth is again a subject of some discussion. 
So far as minor proliferative changes of the precancerous type are concerned, such 
as are seen in the keratoses and papillomata, it is probable that some such effect is 
present. Certainly from clinical experience we find that lesions of this sort are so 
affected by non-destructive doses of radiation as to disappear without appreciable 
scar. When we attempt to modify the cells of established metastasizing cancer, 
however, by such non-destructive dosage the effects are all too often temporary 
and the disease recurs. 

In this respect non-destructive radiation, whether it is applied on the surface 
of the body or by deep penetrating radiation, produces much the same effect; ie., 
a retardation of growth, with some modification of cell function and degeneration. 
This effect lasts for a longer or shorter period, but eventually almost always dis- 
appears and the disease continues its course. 
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In addition to these local effects of radiation certain other phenomena should 
be mentioned which have a bearing upon the subject. In the first place definite 
constitutional effects can be produced by large doses of penetrating radium. These 
fall into two classes, acute and chronic. The acute immediate effects, ‘roentgen 
sickness,” or constitutional radium reaction, are usually very transient, and con- 
sist of prostration, anorexia, nausea, and vomiting. The more chronic effects are 
evidenced chiefly in the blood picture by a hypoleucocytosis, especially as regards 
the lymphocytes and by varying degrees of diminution and abnormality of the 
red cells. 

Another factor which is of prime importance in radiotherapy is that of the 
susceptibility of the different cells of the human body to radiation. There is no 
doubt that certain of the more highly differentiated cells of the body, of which the 
ovarian and testicular cells are the best examples, are more readily vulnerable to 
radiation than are those of the connective tissues. Many attempts have been made 
to demonstrate that cancer cells were also more vulnerable than normal body cells, 
but if we make due allowance for the fact that the cancer cell is already a “sick” 
cell and one more prone toearly degenerative changes than the normal cell, we find 
that their supposed susceptibility is not so evident as we should like to see it, and 
in certain tumors a resistance to radiation even greater than that of normal tissue 
is occasionally encountered. 

Again, the fact that cells in process of cell division are especially affected by 
radiation has been well established, and on this account the cells of tumors of 
extremely rapid growth are often affected by radiation more than those of slower 
development. It is unfortunate, however, that this susceptibility is not a lasting 
one. All tissues appear to lose their sensitiveness to radiation with repeated doses, 
and it is not uncommon to find a marked response and retrogression at the first 
radiation, which is not so evident after the second and third doses, and may be 
entirely absent after further radiation. 

All of these facts must be borne in mind in the discussion of the value of radia- 
tion in the different forms of cancer. 

Perhaps our purpose will be best served if we consider the application of radio- 
therapy to certain different types of malignant disease as illustrations of the 
different conditions under which the application of radiation may be of benefit. 
It is probable that the best example of the destructive effect of radium in the treat- 
ment of cancer is supplied by cases of cancer of the cervix of the uterus. In this 
disease the attempt to destroy the disease by the caustic effects obtained from the 
B- as well as the y-rays of radium, iscommonly employed, although it must be con- 
ceded that the more remote effects of the penetrating radiation of the y-rays of 
radium or of the deep X-ray may also be of service. 

Cancer of the cervix is to a very great extent a local and regional disease, in 
that it spreads to the more remote portions of the body only in its later stages. 
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Locally, however, by direct infiltrative growth and by extension to the regional 
lymph nodes as well as to the anatomical structures in the immediate neighbor- 
hood of the cervix, its extension from the point of origin is of relatively early 
occurrence. Again, the close anatomical relations of the uterus to the bladder, 
ureters, rectum, and the structures in the broad ligaments prevent the wide 
anatomical dissection and removal by surgical operation which could be desired. 
It is for this reason that the operative treatment of cancer of the cervix by the 
Wertheim type of operation is attended by so higha mortality, such frequent un- 
desirable postoperative complications, and such relative lack of success. 

Under these conditions the possibility of the application of radium to cases of 
cancer of the cervix offers many advantages. 

With sufficient dosage the destructive effect may destroy all of the disease and 
result in just as lasting a cure as can be obtained by operation. 

In a series of 243 proved cases of early and borderline cancer of the cervix 
(all over 3 years after operative treatment), collected by a committee of the 
American College of Surgeons from 22 clinics, hysterectomy cured 1 in 3 witha 
mortality of about 1 in 5, and radium cured 1 in 5 without mortality. The choice 
is thus an open one as between radiotherapy and operation, but in the past 5 
years, as radiation technique has undoubtedly improved, medical opinion has been 
turning more and more definitely toward radiotherapy as the best treatment for 
this disease in all its stages. In this connection, a fact of great importance is that 
cases treated with radium, even if unsuccessful as regards the cure of the disease, 
have received the best known palliative treatment for the relief of the local con- 
dition ; whereas the operative failures are, as a rule, made worse rather than better 
by the operative treatment. 

When it comes to the treatment of advanced cases of cancer of the cervix, it is 
generally admitted that radium by local application is far superior to any other 
known method of treatment. I cannot speak from experience in regard to the use 
of extreme dosage of high voltage X-ray. The number of cases that have been 
subjected to this treatment in the Huntington Hospital is too small to permit re- 
liable conclusions, but we have not been encouraged to think that high voltage 
X-ray compared in any way with the local application of radium for the relief 
of the local condition in advanced cases. 

It must be remembered also that cancer of the cervix anatomically provides an 
ideal field for the application of destructive radiation. The fibrous tissue of the 
uterus exposed to the destructive effect of the radiation forms an excellent filter 
for the protection of the surrounding tissues from over-radiation. It is for these 
reasons that the treatment of primary cancer of the cervix in many clinics in this 
country is now carried out almost exclusively by radiotherapy. 

Other forms of cancer are also suitable for treatment by the destructive appli- 
cation of radium. In many of the superficial types of cancer about the face, 
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radium is the treatment of choice in many cases. When we are dealing with 
metastasizing cancer, however, destructive radiation has proved in our hands an 
inadequate method of treatment for metatases in the regional lymph nodes. Com- 
plete surgical removal appears to be the only method by which malignant disease 
of the regional lymphatics can be actually cured. This is accomplished, of course, 
over and over again in operations for cancer of the lip or cancer of the breast. 
In some clinics the use of radium by implantation in regional lymphatics is com- 
bined with surgery, whereas in other clinics reliance is placed upon a more exten- 
sive surgical dissection which leaves no tissue into which radium can safely be 
implanted. In many situations, also, the palliative benefit from destructive radia- 
tion, either by the direct insertion of radium needles or by surface application, 
can be obtained in cases where a cure of the disease is not to be expected. As ex- 
amples of cases in which this form of treatment may be of service to the patient, 
I would mention the more advanced cases of cancer of the mouth, tongue, pharynx 
oesophagus, and rectum. In such cases, however, the addition of X-ray therapy is 
usually to be desired. ; 

Apart from the destructive effects of radiation, the retarding effect of X-ray 
or radium therapy upon the growth of cancer is beyond dispute. This is obtained 
as a rule by the employment of X-ray or by screened treatments with radium 
which permit only the y and the harder 8 rays to reach the tissues. This is the 
remote effect of radiation to which reference was made above, and although its 
benefits can be demonstrated without question in certain cases it must be admitted 
that these benefits are of a less permanent character than was at first supposed. 
It has been very difficult to obtain accurate statistics in regard to cases of this 
nature, partly because there were no standards by which the results of treatment 
could be compared with untreated cases, and partly because complete records of 
large series of cases have not been available. 

In a study which has just been completed of a series of cases of cancer of the 
breast at the Huntington Hospital some interesting facts have come to light. One 
hundred twenty-seven cases were studied, that entered the hospital in the years 
1917,1918, and1g1g. Of these, 42 were primary cases; 8 were operable, and 34 in- 
operable. The inoperable cases treated with X-ray lived on an average 8 months 
longer than those that did not have X-ray treatment. 

There were 55 cases which showed recurrence following radical operation for 
cancer of the breast. Of these, the patients who received X-ray treatment lived 
on the average 6 months longer than those who did not. 

There were 30 cases that showed recurrence after incomplete operation; of this 
number, the 15 cases that received X-ray treatment lived on the average 20 
months longer than did those without X-ray. It is to be noted also that in the 
earlier and more favorable cases (those without evidence of internal or remote 
metastases) the advantages of X-ray treatment were most conspicuous. Of these 
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more favorable cases, those given X-ray treatment averaged 60 months, while 
those that did not have it lived on an average only 43 months, a difference of 
nearly a year and a half of life for each patient to the credit of the X-ray. 

This seems to be positive and definite evidence of the value of X-ray therapy 
in cancer of the breast, but it should be noted that of the cases here recorded which 
entered the Huntington Hospital prior to 1920 only 1 of the recurrent cases is now 
living, and that a case in which the diagnosis of recurrence in supraclavicular 
glands was not proved by pathological evidence. Every other case is dead with 
the exception of 6 of the 8 cases culled from this mass of unfavorable material as 
suitable for attempt at radical cure by operation. Eight cases were operated upon 
and 6 of these are now alive and well. 

Thus we may say that cases of cancer of the breast, whether primary or re- 
current after operation, derive definite and positive benefit from X-ray therapy. 
Life is definitely prolonged, but such cases are not cured in the sense that they 
are cured by surgery. 

What is true of cancer of the breast is to a great extent true of other more 
serious types of malignant disease in regard to X-ray therapy. Life may be 
prolonged and symptoms of one sort or another may be alleviated, but in the 
end the disease develops further, response to additional radiation does not occur, 
and death ensues. 

There are many other interesting and important matters for discussion in 
regard to radiotherapy. The combination of radiotherapeutics with surgery, 
either in the way of pre-operative radiation or postoperative prophylactic radia- 
tion, or by the surgical exposure of the disease, as in cases of carcinoma of the 
antrum (Greene) or by the decortication method of Beck, asa preliminary meas- 
ure, to permit the more energetic and more accurate application of radiotherapy 
to the underlying tumor tissue—all of these methods have their advocates. 

In general, however, the familiar precept of the American frontiersman, ‘‘ The 
only good Indian is a dead Indian,” is applicable to cancer. The only good or 
harmless cancer cell is a dead one! 

By surgery or by destructive radiation we can cause the removal or destruc- 
tion of cancer and cure the disease. By deep radiation of X-ray or radium we may 
retard its progress and alleviate its symptoms often for a long period of time, but 
we have no justification for expecting in many cases to obtain a permanent cure 
of the disease. 

SUMMARY 

1. It isnot a question of the claims of partisans advocating this or that meth- 
od for the treatment of cancer, but rather a calm and judicial appraisal that is 
needed of the advantages to the patient of each method and an application to the 
individual case of the method or methods of treatment which in it will give the 
best results. 
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2. In this spirit, an evaluation of radiotherapy indicates: (a) that destructive 
radiation in certain selected situations is capable of curing metastasizing cancer; 
_(b) that many precancerous conditions can be cured by non-destructive radiation ; 
(c) that deep, non-destructive radiation may retard the development of cancer 
and may mitigate or control distressing symptoms, but that these effects are al- 
most invariably of a temporary rather than of a permanent character. This 
applies particularly to cancer involving lymph nodes. 

3. The best interests of the cancer patient demand that all effective methods 
of treatment be made available to him, so that a judicious choice of a well-consid- 
ered combination of methods may give to sucha patient his best chance of cure, or, 
failing that, his best chance for the prolongation of life and the relief of symptoms. 
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WHAT IS THE VALUE AND WHAT SHOULD BE THE ORGANI- 
ZATION AND EQUIPMENT OF INSTITUTIONS FOR THE 
TREATMENT OF CANCER BY RADIUM AND X-RAYS? 


By Proressor CLAUDE REGAUD, Parts, FRANCE 


Professor, Pasteur Institute; Director, Laboratory of Radiophysiology of the Radium Institute and of the 
‘Therapeutic Service of the Curie Foundation, Paris 


T is not very long since the cure of a patient suffering with cancer depended 
only on the possibility or the impossibility of a radical surgical operation. 
If the surgeon recognized as possible the total and wide ablation of the 
territory invaded by the disease, the patient had a chance to recover. In the 
contrary case, he had no such chance. All that remained was to employ remedies 
to relieve the pain and sometimes to perform an operation designed either to stop 
a hemorrhage or to overcome the obstruction of some organic passage indispen 
sable to alimentation or excretion. At that period the treatment of cancer did not 
demand the collaboration of any other than the family doctor and the surgeon. 


I-—-CHARACTER OF FHE ‘‘TEAM WORK” GRADUALLY ACQUIRED IN ANTI-CANCER 
THERAPY. CONCENTRATION OF PATIENTS, PHYSICIANS, AND MATERIAL MEANS 
IN SPECIAL ESTABLISHMENTS 


A. The Association of the Services of Experts 


Attempts to cure cancer patients by general medical means or biological or 
chemical treatment are now made in all countries. The net benefit from these 
efforts, while not entirely negative, is of very little importance. It is evident that 
scientific investigations in this direction ought to be encouraged, but it is nec- 
essary to discriminate carefully between these and the work of charlatans, against 
whom it is proper to warn the public and members of the medical profession. It 
is desirable that the establishments which we shall discuss in this paper devote 
a part of their activity to these investigations, but this branch of anti-cancer 
treatment does not demand at the present time any particular organization. 

X-rays and radium, on the contrary, have taken on a growing importance 
during the last 20 years. At first they had only the modest end in view of relieving 
the pain of inoperable patients and prolonging their existence. Later on it became 
possible to obtain such favorable results that even operable cases belonging to 
certain pathologic species and to certain localizations in the body could be taken 
care of without surgery, at first exceptionally and later on quite regularly. In 
contrast with the slowness of the progress of surgical methods, the last 10 years 
have seen the rapid march of radiologic methods. The result is that the surgeon, 
in the réle of operator, is no longer the sole arbiter of the eventual cure of cancer 
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patients. Experts who have specialized in the handling of X-rays and radium 
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have taken part, along with the family doctor and the surgeon, in the councils 
before which (theoretically at least, for in practice this is, unfortunately, far from 
being always true) the case of every patient ought to be examined. 

“ven surgical methods themselves should not, it seems, remain such as they 
were in the old classic treatment. For example, diathermo-coagulation by high 
frequency currents is tending to take an important rank among procedures for 
the removal of cancer. 

Surgeons (practicing general surgery or expert in special branches of surgery), 
X-ray technicians, and radiologists are the principal persons required to carry 
out the team work in the treatment of cancer. 

Formerly it was not supposed that the executive (who was exclusively the 
surgeon) needed the help of any special laboratories. This is no longer the case. 
Histology, haematology, bacteriology, and physics have become very useful, 
sometimes indispensable, for the correct execution of radiotherapeutic methods. 
It may be that chemistry also will soon become important. 

It is no longer necessary to justify the capital réle of the physicist, either in 
the scientific research work or in the daily preparation and execution of treat- 
ments by radiation. In roentgenotherapy, he measures the output of the X-ray 
tube, determines the dosage received within the tissues, tests out the apparatus, 
etc. In radium therapy he is occupied also with the distribution of the rays in 
the tissues; he examines the radium tubes from time to time to make sure of their 
integrity; he prepares radium emanation (radon) and distributes this element in 
various ways according to the methods adopted by the staff. 

The histologist was formerly useful, but not absolutely necessary, to the 
surgeon, for confirming in advance of operation an uncertain clinical diagnosis or 
possibly to furnish his scientific control by analysis of tissues taken from the 
patients. He has now become the indispensable collaborator, the true guide, of 
radiotherapists. Analysis by biopsy, which is carried out by him, has in fact 
taken on a great importance, not only for facilitating the diagnosis of malignant 
tumors but also for determining their species and varieties; radiotherapeutic 
technique is in fact frequently influenced by a detailed knowledge of their histologic 
characters. 

The hematologist is of very great value in bringing his contribution to difficult 
diagnoses by serologic methods, and for controlling the differential blood count in 
patients in whom the cancer demands a strong dosage of irradiation over a very 
extensive region; he is needed also to watch, by periodic analyses, the blood of the 
radiotherapists themselves and to conduct measures of hygiene which are indis- 
pensable for preserving the health of every person who constantly manipulates 
radio-active bodies or X-ray apparatus. 

The bacteriologist today renders very great service in analyzing and combating 
the bacterial infections which frequently complicate ulcerated cancers. It is 
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known, in fact, on the one hand, that bacterial infection, when it reaches a certain 
degree, is an obstacle to the efficacy of radiations, and, on the other hand, that a 
strong dosage of rays upon an infected cancer aggravates the infection and some- 
times causes formidable complications. Radiotherapy of cancers of the uterine 
cervix, in particular, has received benefit from bacteriology to an important 
degree, and, thanks to vaccination, serotherapy and chemiotherapy, which sup- 
plement the processes of classic disinfection, it has become possible to reduce the 
number and diminish the severity of mishaps. 

From what has just been said, it can be understood that the treatment of can- 
cer has ceased to be the work of a single man and has become that of a whole staff. 

But there is no staff that can do good team work without a head to co-ordinate 
the activity of its members. Who should he be? 

The head should be the man who understands best in their entirety the com- 
plex ensemble of questions relating to diagnosis, pathology, and treatment of 
cancers. If this head is master of one of the particular branches of technique— 
surgery, X-rays, or radium—it will sometimes be necessary for him to give up 
his practice and devote his entire time to his role of director. A doctor of clinical 
medicine may become the best chief-of-staff for the treatment of cancer, upon 
condition that he acquires the necessary insight for an exact appreciation of the 
indications and results of the various forms of technique. He will, in addition, 
be competent to assume the direction of the service of hospitalization of the 
patients. 

The need of the collaboration of scientists and physicians having various 
specialties, and of the transformation of individual work into team work, thus 
represents one of the two causes which have brought about the appearance of 
special establishments dedicated to the treatment of cancer; the other cause is 
the necessity for assembling a complex and very costly material equipment. 


B. The Concentration of the Material Equipment 


The surgery of cancer does not demand an organization or an equipment of 
instruments peculiar to itself. If it were not for X-ray machines and radium 
apparatus, no need would be felt for centralizing the therapeutic material of 
cancer in special organizations. 

When X-rays first began to be employed in the treatment of cancers, the same 
machines could be utilized equally well for X-ray diagnosis, for superficial treat- 
ment, and for the treatment of the few deep affections for which they were even 
then used. But this condition of things has changed greatly in the last 10 years. 

There has come about an evolution in two opposite directions of the machines 
designed, on the one hand, for X-ray diagnosis and superficial therapy, and, on 
the other hand, for deep therapy. This evolution has been caused by the increase 
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of potential of the electric current feeding the tubes, in order to attack deep can- 
cers with more and more penetrating X-rays, passed through filters of increasing 
thickness. Two categories have resulted from this evolution. 

One type (with feeble or medium potential of 20 to 100 kilovolts) is adapted 
to the various purposes of X-ray diagnosis and to superficial or less deep therapy, 
progressing especially in the direction of increased intensity of the electric current 
passing through the tube, for the purpose of shortening to the point of instantane- 
ousness the duration of the pose in roentgenography. 

The other type of apparatus, with potential as high as is permitted by the X- 
ray tubes, which are constantly being perfected (200 kilovolts and more), tends 
also to increase the intensity of the current (in order to avoid prolonging the sit- 
tings, which would be the result of the constant increase in thickness of the filters), 
but their development is most of all in the direction of increasing the potential. 

These two categories of machines, with the X-ray tubes which they feed and 
their accessory features, are less and less interchangeable in the two branches of 
medical roentgenology. The installations for roentgenotherapy of an establish- 
ment specialized for the treatment of cancer have become truly a thing apart; 
they demand a special equipment for their utilization and for the protection of 
those who use them. , 

It must be noted that the output of even the best X-ray tubes which we possess 
at the present time is pretty weak with respect to rays of high concentrating 
power: hence the necessity of having available an adequate number of treatment 
tables for deep roentgenotherapy in proportion to the quantity of radium and the 
number of patients of any given establishment. 

The multiplicity of X-ray machines, the large quarters which they demand, 
the personnel necessary for their use, and the high cost of such an organization— 
these are sufficient reasons for the concentration of such a form of treatment in 
powerful establishments. 

During the first years of its employment, radium was measured by centigrams 
in the arsenal of a specialist, and the cost of a suitable amount of this substance 
was not too great for the financial means of a private physician. The procedures 
of radium therapy were at that time economical. They consisted in the introduc- 
tion of tubes of radium into the natural orifices of the body and into tumors, and 
in the application of these tubes (or sometimes of radiferous plates) in close con- 
tact with the surface of the skin. Other economical procedures of a different 
nature have since been devised: such as the introduction within the tissues of 
bare tubes (capillary tubes of glass containing radium emanation) or metallic 
needles, containing a salt of radium or a capillary tube of radium emanation. 

All these forms of technique are still in use, but there is another that tends to 
supplement and even to supplant them in an ever-increasing number of cases, 
namely, the application of radio-active foci at a distance from the body, either 
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by means of supports resting upon the body, which maintain the radium tubes 
at a distance from the skin varying from a few millimeters to several centimeters, 
or by having the radium act from a distance of 10 to 15 centimeters, constituting 
foci that have some similarity to those of X-rays. This is how the amount of 
radium provided for anti-cancer therapy has passed from a few centigrams to 
several grams. 

In the special establishments set apart for the radium treatment of cancers, 
apparatus for “surface treatment” is charged daily with several decigrams of 
radium; at the Radium Institute of Paris we make permanent use of a single focus 
containing 4 grams of radium, which irradiates at a distance of 10 centimeters 
from the skin. It is evident that this evolution in technique contributes to render 
the concentration of material equipment absolutely indispensable. 

To sum up: the necessity of calling in for the examination and treatment of 
patients, men of various specialties whose work must be exactly co-ordinated; 
of placing at the service of diagnosis and treatment different kinds of laboratories, 
all well equipped; of bringing together special X-ray apparatus which is numerous, 
heavy, and costly to purchase and maintain; of employing large quantities of 
radium—all this explains adequately the recent organization of anti-cancer 
therapy with a view to a work that is to be accomplished by a collective staff, 
in special, well-endowed establishments. 

It is evident that such an establishment will not have a satisfactory economic 
return unless it has a large clientele. Many practicing radiotherapists working 
alone can have only a modest supply of radium, and one that is used only inter- 
mittently. As a result “the unit of effective utilization” of this irregularly 
employed capital—that is to say, the weight-hour of radium employed—is very 
costly to them and to their patients. But in an establishment abundantly sup- 
plied at the same time with radium and with patients the economic conditions 
are very different, since the radium can here work continuously. 

The united labors of men representing different methods, but having freely 
at their disposal all the material means employed in medicine for the treatment 
of cancer, must result in substituting, little by little, the spirit of objectivity and 
impartiality for that of personal specialization, which still too often animates 
solitary technicians working each on his own account. 

What is the habitual attitude of the surgeon, the radiotherapist, or the 
roentgenologist toward any one of these to whom a cancer patient has applied 
separately? He generally looks first of all at the réle which his own method is 
capable of playing. He has a tendency to overestimate the fitness of his own 
method. Knowing other methods but imperfectly, he measures their value only 
by the powerlessness of his own. 

But let us suppose that these same men are used to working together. Their 
spirit will then be very different. In regard to each particular case, the relative 
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value of their individual specialty will be classed according to their common 
experience, not, indeed, without deliberation, but without difficulty. They will 
cease to have for their aim the predominance of surgery, of radium, or of X-rays; 
such a preoccupation will seem to them even absurd; all they will care for is to 
obtain the best possible result by whatever means, or combination of various 
means, the present state of their collective knowledge leads them to prefer. 

Every institution, whether it is called a radium institute, an institute of 
roentgenotherapy, or a surgical clinic, must subordinate the prestige of the par- 
ticular therapeutic agent which has led to its own creation to the single considera- 
tion of giving patients the best treatment that the circumstances permit. 

In connection with the organization of radium therapy, it is necessary to 
examine the utility of a conception quite different from the type which I have 
been discussing in the preceding pages; its essential character consists in the 
concentration of radium by financial associations which undertake to rent it out 
to doctors or to sell them the emanation. Such organizations evidently do not 
weaken the reasons which motivate the close collaboration of special forms of 
service, but, on the other hand, they constitute a very serious risk of malpractice, 
since they make it possible for any doctor, even though inexperienced in radium 
therapy, to practice it whenever he likes. One knows only too well the temptation 
to which each one is exposed, of reserving to himself the care of all his patients 
beyond the reasonable limits of his ability, not to be suspicious of an organization 
that is capable of rendering such a temptation more dangerous. It is a fact that 
in certain cities where any doctor can procure radium ‘‘upon a written order” 
therapeutic malpractices are observed, of which one may be permitted to say 
frankly that they are the evidence of veritable abuses of confidence and power. 

Both of the two great factors—the services of experts and the material equip- 
ment—the combination of which justifies the centralized organization of anti- 
cancer therapy, are equally important. But one of them is easier to procure 
than the other (since money alone can get it), and unfortunately the authorities 
in control of the organization sometimes have a tendency to regard this as more 
important: I refer to the material equipment. 

It has in certain cases been thought that it was enough in order to assure 
the establishment of anti-cancer therapy, to give the necessary funds to a good 
material organization and to entrust this to men who were in no way qualified 
for such functions (except by their good will). This error arises from the fact that 
as a rule people greatly underestimate the real difficulty of the radiotherapy of 
cancer and are easily deceived by the apparent simplicity of its operative methods. 
But it is not any easier to cure cancers (naturally I am not speaking of a ‘‘rodent 
ulcer” of the skin) by X-rays or radium than to cure them with the instruments 
of surgery. Nobody thinks that to make a doctor of internal medicine into a 
surgeon, it is sufficient to give him a case of good surgical instruments. Now it is 
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undeniable that a medical doctor, although possessing sufficient knowledge for 
the correct manipulation of an X-ray machine or radium tubes, has still much 
to learn before he is competent to treat cancers by these methods; and like- 
wise, a surgeon, if he has not had definite supplementary instruction and expe- 
rience, cannot regard himself as qualified to practice radium therapy. Thus 
the value of the personnel and the experience of those who do the work sur- 
pass in importance the perfection of the material in radiotherapy as in all other 
branches of medicine. 


Il.—-WHAT CAN BE ACCOMPLISHED TODAY BY THE USE OF RADIOTHERAPEUTIC 
METHODS IN THE TREATMENT OF CANCEROUS DISEASES? 


Are the advances that have been brought about by radiotherapeutic methods 
in the treatment of cancer sufficient to warrant the creation of the special es- 
tablishments which are necessary for their application? To answer this question 
I propose to give a brief summary of the results which it is possible to obtain, 
and of the reasonable perspective which one has a right to see in the future 
for the employment of X-rays and radium in certain kinds of cancer and certain 
common localizations of the disease.! 

These therapeutic agents have naturally been tried in all the manifestations 
of malignant diseases, but they are far from having had a uniform success and 
it is far from being true that the advances have been the same for all kinds of 
cancers. 

It is in cancers having the common histologic characters of epidermic epithe- 
liomata that radiotherapeutic methods have, up to the present time, given the 
most satisfactory results: that is to say, in epitheliomata of the skin, of the ori- 
fices and dependencies of the skin, and also in epitheliomata of the mucous mem- 
branes which have in their normal state (or which are capable of taking on, after 
a period of pathological preparation) an epithelial covering analogous to the 
epidermis, namely, the mouth and tongue, nasal fosse and maxillary sinus, 
pharynx, vagina, cervix, etc. In this large group, which probably forms one-third 
of all cases of malignant neoplasms, the success of radiotherapeutic methods is 
likewise not at all uniform, even if one were to suppose that the technique has 
been applied as perfectly as it is possible to apply it today. 

Cases of epitheliomata of the skin and cutaneous orifices which would be 
capable of cure by surgical operation give, under radium therapy, a proportion 
of local cures (that is to say, of cures of the primary localization) exceeding 90 
per cent; cases too extensive to be operable still give, under radium therapy, 
an average of 4o per cent of local cures. On the other hand, adenopathies, which 
rather frequently complicate the epidermoid varieties of these epidermic cancers, 
appear to result in as many failures under radium therapy alone as under surgery 


'The percentages of cures indicated here are based on the works published by the Radium Institute of Paris. 
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alone, so that it is desirable to associate these two methods. So far as epithelio- 
mata of the skin surfaces are concerned, radium therapy has, therefore, become 
on the whole, clearly superior to operative treatment, and the latter (although 
still necessary in the treatment of lymph-node regions) can scarcely any longer 
surpass the former. 

The earlier cases of epitheliomata of the uterine cervix yield an equal propor- 
tion of successes under surgery and under radium therapy. But radium therapy, 
either alone or associated with X-rays, also cures many cases of doubtful operabil- 
ity and an important proportion of cases that are absolutely inoperable. In this 
localization, too, the superiority of radiotherapeutic methods can therefore be 
asserted with increasing assurance. 

In cancers of the mouth and tongue, the results of radium therapy are supe- 
rior to those of operative treatment, which have never been very satisfactory. 

In cancers of the nasal fossz and of the maxillary sinus, the association of 
surgery and radiotherapy (radium-surgery) gives results far superior to those of 
surgery alone. ° 

Epitheliomata of the vagina and those of the pharynx, larynx, and oesophagus 
belong to the same histopathologic class as the preceding cancers. Advances in 
their treatment by radiotherapeutic methods are, however, less, because of par- 
ticular difficulties of a local nature. Surgery cures a large proportion of cancers 
of the larynx, but surgical possibilities for the cesophagus are almost mil and are 
very slight for the pharynx and the vagina. There are good reasons for foreseeing 
very substantial progress in the treatment of cancers of the vagina, pharynx, and 
larynx, but one is not yet justified in saying much about them. 

As for cancers of the thoracic portion of the cosophagus, their deep situation 
and their anatomic relationships have not up to the present time permitted 
any external radiotherapeutic treatments which would be effective and at the 
same time free from grave dangers. It is easy, it is true, to treat them by radium 
introduced into the canal, but, barring a few very exceptional cases, this method 
has not given, in the hands of the best specialists, more than palliative results. 

To sum up: epidermic cancers form, in general, a class very favorable for 
radiotherapeutic methods. These methods have made such advances that they 
can with advantage be substituted for surgical removal in most cases. The ex- 
planation of the good results obtained in cancers of this class depends on radio- 
physiologic properties which these have in common. In some of their localiza- 
tions, inherent difficulties arising from anatomic or topographic peculiarities have 
not yet been overcome. 

In cancers of the glandular tissues, radiotherapeutic methods have been 
found, up to the present time, much less favorable than in skin cancers. In cer- 
tain localizations (for example, the breast) the primary cancer generally spreads 
rapidly over a large area. The metastatic dissemination (by means of lymphatics 
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and blood vessels) is more frequent and takes place earlier than in the most malig- 
nant forms of epidermic cancers. These properties do not accord with the neces- 
sarily local character of treatment by radiation and do not often permit taking 
advantage, for a definite cure, of the rather high degree of radiosensitiveness of 
certain varieties of these neoplasms. Cancers of the breast, so long as they are 
operable, should still, it seems, be treated by wide ablation of the organ and its 
lymphatic supply; but when they have become inoperable, or when they show 
signs of recurrence after operation, radiotherapy may give excellent palliative 
results. 

In cancers of the rectum, internal radium therapy, which was at first so 
tempting, has resulted in only a small number of cures as against a large number 
of painful burns. Methods designed to attack the cancer from outside, either 
through the intact integuments or by radium-surgery, certainly cause the tumors 
to regress and may render them operable if they were not so before, but it is still 
doubtful whether these methods suffice to cure them. Surgical removal remains, 
therefore, up to the present time the best recourse. 

The same is true.of cancers of the stomach. 

Cancers of the liver, pancreas, and lung are always inoperable. Radiologic 
methods produce temporary improvement. 

Sarcomata present very different results according to their pathologic varie- 
ties. There are sarcomata that are extremely radiosensitive, such as lymphosar- 
comata and osteosarcomata of the myelogenous type: it is easy to cause the dis- 
appearance of tumors formed from these. Unhappily, they have a very great 
power of diffusion, resulting almost constantly in metastases that finally pene- 
trate into the viscera and cause the death of the patient. 

Other kinds of sarcomata, such as myxomata and spindle cell sarcomata, are 
less radiosensitive and also make metastases: these facts render them still less 
favorable than the preceding ones for radiotherapy. Myeloplax sarcomata do not 
form metastases and are’ readily cured. Typical malignant tumors of fibrous, 
bony, and cartilaginous tissues offer a mixed structure, metastasizing infrequently 
and slowly, but they are quite radioresistant and present very uneven results 
under radiologic methods. 

It is evident that the progress of radiologic methods has the result of restrict- 
ing the part played by surgical removal. Except in connection with epidermic 
cancers, which at the present time have shaken themselves free from surgical 
interference, the rdle of surgery remains preponderant in almost all operable 
cases belonging to other species. However, even in epidermic cancers, the choice of 
method depends in large measure on the relative value of the personal co-effi- 
cient and the material facilities by which the concurrent methods are represented 
at any given place and time. When confronted by any particular case, it is not 
enough to inquire: In the present state of science, what is the best method of 
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treatment? Taking careful account of all possibilities, it is necessary to deter- 
mine which is the way that has now, here, in this very case, the greatest chance of 
success. 

An establishment which begins to treat cancers by radiotherapeutic methods 
will not, until after several years of efforts have elapsed, have a sufficient pro- 
ficiency to raise its statistics to the highest level on record. And even then, in 
view of the fact that difficulties of a local nature are of great importance in the 
matter of radiotherapy of cancers, one cannot apply conclusions as to the per- 
fection of control in one location to the same degree as in another. 

From this, two rules of wisdom emerge: first, in the treatment of a species, or 
localization, of cancer in which surgical measures result in a large number of 
cures, radiotherapists of a new establishment ought to “get their hand in” by 
prudently choosing only inoperable cases for treatment; second, one must not 
substitute a new method for an old one in current practice until it has been amply 
demonstrated that the new one gives results at least as good as the old one. 

At the Radium Institute of Paris we cure with radium about 19 cases out of 
every 20 of operable cancers of the lower lip, and we are not the only ones to 
obtain these results. But previous to the year 1921 we had all such operable cases 
as came to us operated upon. It was only after we had succeeded in systematically 
improving inoperable cases, and after we had cured a good many of them, that we 
gave up surgery in the treatment of the primary localization of cancer of the lip. 

It is necessary to make an exact picture of the reasons for the lack of curative 
power today in radiotherapeutic methods. These reasons are not the same for all 
cases of a given kind of cancer, nor for all kinds of cancer. 

1. There are neoplasms whose radioresistance we do not know how to over- 
come. Radiotherapy causes the tumors to diminish more or less, but it allowssome 
of the cancer cells that are less sensitive to survive, and these become the origin 
of later growths. Examples of this cause of failure are seen in certain cancers of 
the glands, epitheliomata of the alimentary canal, certain sarcomata, etc. 

2. When the size, or the area of dissemination, of any cancer, even though it 
is relatively radiosensitive, is too great, the cure would demand the equal radia- 
tion of a very extensive part of the body. In addition to the fact that it is difficult 
to accomplish the necessary irradiation with perfect uniformity in the whole mass 
of tissues, the treatment in high dosage of too large an amount of normal tissue 
may cause severe and even fatal general injury. 

3. When a cancer, even of good radiosensitiveness, is located in the neigh- 
borhood of normal tissues that are still more radiosensitive and the integrity of 
which is necessary for life, it may become impossible to apply the requisite dosage 
of rays over the whole cancerous region, since it might produce fatal lesions. This 
obstacle is one of those which up to the present time make impossible a curative 
radiotherapy of certain internal cancers (for example, cancers of the stomach). 
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4. The diffusion of a neoplasm to a great distance from its original place is 
always a factor of difficulty. When this diffusion, occurring by way of the blood 
vessels, tends to disseminate the cancer cells in the organism (multiple metastases 
through the blood stream), it is evident that the case is no longer suitable for 
radiotherapy, since this is a method exclusively local. 

There exists, it is true, a type of radiotherapy, known as general curietherapy, 
which consists in introducing radio-active bodies into the blood for the purpose 
of spreading them through the whole body. ‘This has often been tried in general- 
ized cancers; but it has always been found that the dose necessary to destroy 
cancer cells is enormously greater than the dose that is fatal for the person. 

Such are the limits of curative radiotherapy of cancers in general. It is evident 
that in a large number of cases, the reasons for failure enumerated above are 
variously combined with one another. When one or another of these causes or 
several together render cure impossible, radiologic methods are often able, never- 
theless, to bring about an amelioration of symptoms, a temporary arrest of the 
processes, and a prolongation of life. 

The circumstances which at the present time place a limit to the perspectives 
of cure and of amelioration of cancer patients by radiologic methods are far from 
being immutable. The progress made by these methods has been rapid and it 
appears to be far from having reached its end. 

It is useful to take account of what the future holds in reserve. An important 
advance is to be expected from a more perfect understanding of the properties 
of cancerous tissues as well as from an accurate knowledge of the mechanism of 
action of radiations upon cells and tissues, both normal and neoplastic. Other ad- 
vances will result from the increase of material means of radiotherapy and from 
improvement in methods of application. Finally, one must not consider as a fact 
ne varietur the degree of relative radiosensitiveness of neoplastic tissues in com- 
parison with normal tissues. To increase radiosensitiveness artificially in can- 
cerous tissues without incréasing that of normal tissues is not an idle dream; it is 
seemingly one of the conquests of tomorrow. 

To sum up again: the substitution of radiologic methods for surgical removal in 
the majority of epidermic cancers is a conquest of science which of itself justifies 
the building of special establishments dedicated to its practical application under 
the most perfect conditions obtainable; the extension of its progress to other types 
of cancers is a reasonable expectation, as the result of radiophysiological inves- 
tigations and of improved technique, and the only barrier to the radiologic cure 
of cancers that is apparently impassible is their dissemination in the organism. 

It is evident that the difficulty of curing a cancer, by radiologic methods as 
well as by surgical removal, increases with the extent of territory involved; the 
early application of treatment rendered possible by early diagnosis is, then, the 
type of progress most immediately to be desired and realized. 
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As for the progress of radiotherapeutic methods in general, experience shows 
that this is due much less to prolonged and extensive but routine practice than 
to laboratory investigations. These investigations, which are far from being easy, 
have their place nowhere better indicated than in the large centers of anti-cancer 
therapy, which are, moreover, made necessary by the growing complexity of 
methods. In these powerful institutions, the resources which the treatment has 
at its disposal may be a great source of help to the work of the research labora- 
tories; and conversely, these labors of research are immediately profitable for 
practical progress. 

The centers of treatment for cancer must, therefore, be close to the centers of 
experimental surgery, which have for their object the study of the biologic prop- 
erties of cancer and the physiologic action of radiations. 


[Il. -THE ORGANIZATION AND EQUIPMENT OF ESTABLISHMENTS FOR ANTI-CANCER 
THERAPY 


A. The Number of Establishments 


It is not necessary that centers for anti-cancer treatment should be very 
numerous, and by their very nature they cannot be so. In this regard we seem 
sometimes to have been tempted, in organizing the social campaign against can- 
cer, to take as a guide the principles which lie at the bottom of the campaign 
against the great infectious diseases which are spread by contagion and which 
make continuous action necessary (both in the interest of the patients and for the 
purpose of preventing the spread of the germs). Hygiene, prophylaxis, and the 
supervision and treatment of the patients over a long period are, in fact ,fundamen- 
tal rules, from the point of view of anti-tuberculous and anti-syphilitic de- 
fense. These rules lead to the creation of numerous dispensaries readily available 
to patients. But it would be a complete error to organize a campaign against 
cancer after these models, since it is absolutely different in its pathology and 
etiology: cancers are never contagious nor epidemic. 

On the other hand, radiologic treatments, as they are generally conceived 
today in cancer, do not require more than a small number of visits on the part 
of patients and are similar in this respect to surgical treatments. The treatment 
once made, the rdle of the technicians, surgeons, and radiologists is nearly always 
at an end. All that remains is to follow up the results from time to time, not to 
complete the treatment, nor to begin it over again in case of failure, but simply 
to learn and to register the fate of the patients treated. 

One might raise the objection that it would be convenient for every patient 
to have as near as possible to his residence an establishment where he could be 
treated. This is doubtless true, but at the stage of the disease when surgery and 
radiologic methods are applicable, the patients can, for the most part, travel a 
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long distance without difficulty or serious inconvenience. And there are stronger 
reasons that can be urged against the multiplication of centers for the treatment 
of cancer. 

What is of extreme importance, after early diagnosis, is early and effective 
treatment. 

Early diagnosis is a matter of propaganda, of instruction to physicians, of 
consultation services very numerous but with very simple equipment: these are 
not under discussion here. 

The perfection of the treatment is a condition of absolutely prime importance. 
Since radiotherapy leaves in place the organ treated and leaves it unharmed (in 
appearance), many persons (and even physicians) wrongly suppose that the 
treatment by rays can be supplemented later or done over again several times in 
case of failure. ‘This is a fatal error. ‘Treatment of cancer by X-rays or by radium, 
if it carries a dose of rays sufficiently large to be curative, can almost never be 
given a second time in the same region: hence it is only rarely possible to repair a 
failure from the first treatment, and a twofold failure can never be repaired (ex- 
cept sometimes by massive destruction of the diseased part). It is essential to 
understand that the curative treatment of cancer, as well by radiation as by sur- 
gery, does not tolerate any weakness in its efforts, since these can generally not 
be applied a second time.' The first radiologic treatment, like the first surgical 
operation on a cancer, has a character of fatality: it is decisive for cure or for 
death. 

Summing up: there is no important reason for placing special establishments 
for anti-cancer treatment in close proximity to patients; on the contrary, every 
other consideration should be subordinated to that of perfecting the care given. 
Now, the perfecting of this care demands a personnel of great experience, a 
costly equipment, and a considerable amount of installation: it is therefore evident 
that special establishments for the treatment of cancer cannot be greatly multi- 
plied. The State which undertakes such an organization and becomes responsible 
for it will, consequently, be well advised if it creates its centers for cancer treat- 
ment not all at once, but one after another, with absolute subordination of their 
number to their quality. 

Is it necessary to write the word ‘“‘cancer”’ into the name which calls the atten- 
tion of the public to the institutions dedicated to the treatment of cancer patients? 
This is not necessary, and it is certainly often a great handicap. One does not 
meet a great deal of stoicism among the patients. If we knew how to cure the 
majority of cancer cases, we should not have any reason for being particularly 
cautious about expressing our diagnosis, but we are very far from being able to 
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interpenetrate the neoplasms are, on the contrary, made radi>sensitive, that is to say, they become more and more exposed to 
necrosis. Necrosis is, then, the inevitable result of repeated irradiations. 
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offer this perspective to our patients. We ought, therefore, to avoid using a word 
and, with still greater reason, attaching a title, which may actually have the most 
disastrous effect upon their morale, by increasing their suspicion that they are 
victims of an incurable disease. ‘‘Institute for the Treatment of Tumors” is the 
title adopted by the University of Brussels, and it is excellent. 

To increase the number of cures and for the reason that I have just indicated, 
it is worth while in all establishments devoted to the treatment of cancer to inter- 
sperse patients who have other diseases among those who are suffering with 
cancer. Nothing is more simple, since radiologic methods have a curative réle 
of great importance in a large number of affections which have the symptoms of 
tumor among their manifestations. 


B. Organization of the Establishments 


The services of an establishment specialized for the treatment of cancers 
must satisfy the three following needs: (1) the examination of patients and the 
work relating to diagnosis; (2) the treatments proper; (3) the preservation of 
documents of all kinds, the keeping of records up to date, and the publishing of 
results. I need not speak of teaching and research work. 

1. Examination of patients and work of diagnosis. The organization of the con- 
sultations does not here demand extensive notice. It is naturally desirable to 
specialize them according to the sex of the patients, the localization of their 
disease, and the employment of special methods of investigation. 

At the Curie Foundation (Paris) there are different days of consultation for 
new patients and for patients already treated. The examination of new patients 
is important for the classification of the cases and for the determination of the 
therapeutic indications. It is well for the surgeon, the radium therapist, and the 
roentgen therapist to take part in the study of the patients each time the decision 
as to the form of treatment comes up for discussion. 

Repeated examination of the patients treated is of great value for the perfect- 
ing of radiological technique. The presence of the surgeon is not necessary except 
in cases where it is he who is charged with special procedures of investigation, 
but the presence of those who are to carry out radium therapy and X-ray therapy 
is indispensable, since the study of the immediate and the late results and the 
checking up of these results in connection with the details of the technique are 
for them a very fruitful source of information. 

The patients treated must be seen over a long period following the treatment, 
until all possibility of recurrence is past. The examinations are naturally less 
frequent as the period of observation becomes longer. But for 10 years, if it is a 
case of cancer of the breast; for 5 years, if it is cancer of the uterus, and for 3 
years if it is cancer of the skin, of the cutaneous orifices, of the mouth, etc., every 
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patient even though apparently cured must be re-examined once a year. A patient 
who is alive and without subjective symptoms and who gives a good account of 
himself by letter is not always synonymous with a patient cured. 

It is difficult to secure the return of patients, long after treatment, who con- 
sider themselves definitely out of danger. For this reason, a good secretarial 
service and a competent service of visiting nurses are of great value. 

The collaboration of the physicians who send their patients to the establish- 
ments is indispensable. After the patients have received treatment they must be 
sent back to their physicians for supervision; letters must be written to these men 
for news of the patient; they must be kept interested in the results of the periodic 
examinations, so that they will become better instructed about the early diagnosis 
of cancers, and about the necessity of adequate treatment and the wise choice 
of the form this shall take. 

I have already emphasized the necessity of special laboratories of histology, 
haematology, and bacteriology to complete the examination of the patients. 

2. Treatments. ‘There are certain skin cancers which can be treated by radium, 
and there are cancers in all parts of the body, provided the general condition is 
good, which can be treated by X-rays, without hospitalizing the patients in either 
case. But in the majority of cases hospitalization is useful, and frequently it is 
absolutely necessary. There is no establishment deserving to be called modern 
for the treatment of cancers by radiation which has not attached to it a hospital 
of a capacity adequate to its means of treatment. It is evidently desirable that 
the hospital, X-ray service and the material used for radium therapy, the labora- 
tories and the consultation rooms be all grouped in the immediate vicinity of one 
another. 

Every center of anti-cancer therapy should possess a perfectly organized 
operative department. Surgery is in fact necessary for certain methods of em- 
ploying the rays: frequently the surgical procedure must precede or follow their 
application. Sometimes it is necessary to put radium in place by a veritable sur- 
gical operation (radium-surgery). 

If the hospital is one of sufficient importance, it is interesting to make a cer- 
tain number of divisions, each one corresponding to a group of cancers the treat- 
ment of which demands a different kind of expert and different materials: gyneco- 
logic cancers, rhinopharyngo-laryngologic cancers, skin cancers, etc. 

All the services, even those that are not surgical, must work with absolute 
asepsis. One has no right to carry bacterial agents from one patient to others in 
connection with consultations and treatments. 

3. Cases that are no longer irradiable. Among the patients of an establishment 
for anti-cancer therapy, there are some who, treated by surgery or radiations, 
have in the end had all possibility of amelioration by these methods destroyed. 
Some of these patients find a last resort in a cancer hospital (such as a “House 
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of Calvary” in France) or in some general hospital or other. Others are cared 
for at home until the end. Neither the one nor the other class should be aban- 
doned or lost sight of. They should receive help in that home in which efforts 
have been made to cure them or to improve their condition. Toward this end 
visiting nurses and a dispensary capable'of furnishing medicaments, dressings, and 
moral comfort are the last resource. 

4. Secretarial service, preservation of histories, and filing of records. A first-class 
secretarial service and a bureau of archives are indispensable in a center for the 
treatment of cancer. The necessity of preserving clinical records and numerous 
and various laboratory reports and of keeping on file a very prolonged observation 
of patients treated, which can be open to inspection at a moment’s notice; the 
progress of radiotherapeutic technique and its provisional character, resulting in 
incessant changes in the details of the treatments; the need of keeping open to 
ready inspection results of numerous kinds, with a view to the publication of 
statistics—all these clearly call for an organization of records as complete and as 
perfect as possible. . 

One of the duties of establishments especially organized for the treatment of 
cancer is to publish accurate statistics; these have not only great scientific in- 
terest but also a considerable practical importance, since they are appealed to as 
authority. 


C. Radiologic Equipment 


X-rays. I shall not stop here to speak of the roentgenologic material equip- 
ment nor of the protection of patients and personnel against accidents and 
against the injurious effect of the rays: these are technical matters not related to 
my subject. 

One point in the organization of the roentgenologic department that deserves 
to be given very serious consideration is the part which the physician and those 
who are simply manipulators should play in the treatment. 

It is well known that the treatment of a deep epithelial cancer by X-rays re- 
quires a certain number (sometimes a large number) of sittings. To get our ideas 
fixed in this regard, I may say that the technique which has given the best results 
at the Radium Institute of Paris in cancers of the uterus which have involved 
the connective tissue and the lymph nodes of the pelvis calls for many hours 
of X-raying, distributed over twelve to fifteen days at the rate of two sittings 
a day. 

It is evident that treatment of this kind demands of the physician who wishes 
to carry it out personally great assiduity and devotion. It is, therefore, natural, 
at a first glance, that after making the plan and formulating the details, the 
physician should entrust the execution of the radiation to an assistant and should 
content himself with an occasional supervision. 
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Now, I believe that an important cause of failure lies in a certain confusion 
about the parts played by these two persons, the roentgenologic physician 
and his assistant. The physician should prepare for, and then himself initiate, 
every session of irradiation. The assistant should continue this and go on with 
it in such a way that there is no change whatever from the initial conditions. 
At the end of every session the physician should again make sure that noth- 
ing has been changed. It is the physician alone who can place exactly in the 
field of the rays the deep region to be treated. It is he alone who can estab- 
lish with the rigorous precision that is necessary the distance, the directions 
of irradiation, etc.; for the perfection of these details of treatment demands 
an understanding—I might say an exact mental picture—of the topographic 
anatomy of the lesions of which the assistant has generally only an imper- 
fect idea. 

The manipulator—whose role is likewise indispensable—should, after having 
assisted the physician in placing the patient in position, see that the latter re- 
mains motionless, should control the functioning of the apparatus, maintain the 
prescribed dosage, and note faithfully upon a register the indications furnished 
by the measuring instruments. Many misconceptions have followed in all coun- 
tries the announcement of the first success of roentgen therapy in deep cancers. 
Must not the principal cause of this be sought in an erroneous belief in the facility 
of this method, a belief associated with an inadequate organization which limits 
to a small number of hours per day the presence of the radiologist (as of the other 
physicians) in the hospitals? In establishments that are specialized for the treat- 
ment of cancer it is relatively easy to have a “full-time” personnel and conse- 
quently to avoid the disadvantages that result when the radiologists are present 
too little of the time. 

Radium. Methods of treatment by means of radio-active foci have developed 
in a remarkable manner. 

For several years now, thanks to the more considerable quantities of radium 
which the physicians have had at their disposal, foci of greater power have been 
constituted which are made to act at a distance from the surface of the body for 
the purpose of treating either thick skin tumors or deep-seated cancers. In the 
latter case excessive irradiation of the skin is avoided by using the artifice of 
“‘cross-firing.”’ “Distant radium therapy” is today effected according to two 
principal methods: in the first, the radium is disposed over the exterior surface 
by supports which have sometimes a rigid and immovable form but are sometimes 
made of a plastic material molded over the region to be treated, and all resting 
upon this latter; in the second method the radio-active focus is independent of 
the patient’s body just as an X-ray tube is. 

All these modes of employing radium call for as many different forms of tech- 
nique, necessitating special apparatus which I cannot take time to describe here. 
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The preparation of these forms of plastic apparatus is done in a small workshop 
very simply equipped. 

The protection of the personnel who prepare and apply the radio-active foci 
is of great importance. It is accomplished by the use of special tables plated with 
lead upon which they should endeavor to make all their manipulations, and by 
very simple instruments serving to control and regulate the foci. But the mere 
prescribing of known protections would be vain if the personnel did not make an 
effort on its own part to acquire the habit of an absolutely strict discipline. Power- 
ful foci at a distance render indispensable a more complete protection of the patient 
and the operator. This is accomplished by walls of lead 5 to ro centimeters thick, 
canalizing the radiation; but this results in a considerable increase in the weight 
of the focus and demands special arrangements for holding the apparatus, and 
for directing the beam of rays rightly and safely in the body. 

The use of a distant radium focus requires, as does the administration of X- 
rays, the personal presence of the radiologic physician at every sitting in order 
to assure the precision of the irradiation, without which‘no satisfactory results 
could be obtained. 

The radiologic equipment of an establishment especially designed for the 
treatment of cancer may become modified more or less considerably in the future, 
according as radiophysiologic investigations and therapeutic experiments at- 
tribute a greater or a lesser practical importance to the theoretical superiority of 
y-rays over X-rays. 

The superiority of y-radiation is due to its greater selectivity: that is to 
say, to the more perfect accuracy with which it acts upon the radiosensitive cells 
(for example, the cells of an epithelial cancer), while injuring to a minimal 
degree the elements of the normal general tissues. If to the argument of its 
greater selectivity there should in a near future be added a material diminution 
in the price of radium, it might be that X-ray therapy of cancer would become 
less usual, through the greater advantages of radium therapy. It is premature to 
judge of this at the present time. 

The radio-active substances that are employed are almost exclusively radium, 
mesothorium, and radon (radium emanation). Radium and mesothorium (the lat- 
ter much less in vogue) are confined in a solid state in dense metal tubes immune 
to chemical attacks (platinum, gold); the content of these tubes in radio-active 
substance is definite and invariable at the time of their construction (barring the 
quite rapidly decreasing radio-activity of mesothorium); the wall of the tube 
serves to filter the rays. Radium emanation is extracted periodically (every day or 
every two or three days, etc.) from a solution of radium. It is enclosed in glass or 
metal tubes which are introduced directly into the tissues, or in tubes whose metal 
filter-sheaths are charged, like those which contain radium. ‘The radio-activity 
of radium emanation tubes decreases by one-half in a little less than four days. 
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Should an establishment especially designed for treating cancers prefer radium 
in tubes, radium emanation, or should it employ both methods at the same time? 

One of the reasons that may determine the choice has to do with the cost. 
While radium represents capital which must not be allowed to deteriorate or 
to be lost or stolen, the emanation, on the contrary, represents the available in- 
terest produced by this capital. When radium emanation is used, the radium 
capital remains safe in the laboratory, but this argument has no importance, 
for radium is easily insured against all risks. 

On the other hand, by the application of tubes of radium which can be trans- 
ported almost indefinitely from one patient to another without loss of time, the 
radio-activity is utilized without anything being lost—and this cannot be done 
with radium emanation. 

Finally, the preparation of radium emanation demands a special form of 
equipment, many measurements, a physician who is a technician and many assist- 
ants taking turns in its preparation (as a measure of personal protection); and 
the manipulation of this substance, furthermore, is a risk to the health of the per- 
sonnel. ‘To sum up, from an economic point of view the advantage is on the side 
of radium distributed in tubes. 

Are the biological and therapeutic effects of tubes of radium and radium 
emanation different? Not appreciably. Radium emanation is, however, indis- 
pensable for the utilization of bare tubes without filtration of 6- and y- radia- 
tions. It is a little more convenient than radium for radium-puncture by needles. 
And lastly, it is very valuable for all experimental work because of the unlimited 
variation which it is possible to give to the dosing of the foci. 

In other respects, as regards a choice between these two, there remains little be- 
yond reasons of convenience and custom. The duration of the applications, their 
continuity or discontinuity, the notation adopted for the dosage —these are matters 
beyond the scope of this paper. 


RESUME 


I. The treatment of cancer tends to become centralized in special establish- 
ments. The causes of this evolution are: 

1. On the one hand, the necessity of associating more and more closely 
physicians (surgeons specialized in radium therapy and in X-ray therapy) and 
scientists (physicists, histologists, haematologists, and bacteriologists), and of 
substituting for the work of the individual the collective work of a staff. 

2. On the other hand, the increasing part played by radiologic methods in 
the treatment of cancer, the specialization of apparatus designed for deep X-ray 
therapy, and the enormous cost of the necessary quantities of radium. 

In such establishments the choice of methods is easily made in a spirit of 
absolute impartiality. 
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The loaning of radium, or the sale of radium emanation on order by associa- 
tions of doctors or commercial companies tends to maintain individual initiative 
in cancer treatment, but has the disadvantage of making radium therapy, which 
is a difficult method, available to doctors of medicine who are not altogether 
competent to practice it. 

II. The creation of special establishments, rendered necessary by the develop- 
ment of radiotherapeutic methods, is justified by the results that they are 
already capable of accomplishing. 

In the various localizations of epidermic cancers (in the skin, cutaneous 
orifices, mouth, cervix, etc.), the use of X-rays and, even more, of radium, gives 
results equal to those of surgery and, in their ensemble, probably superior. 

In other forms of cancer, the advance made by radiologic methods is much 
iess; employed alone, they do not ordinarily furnish more than palliative results, 
although these too are important; it is often necessary to associate them with 
surgical removal. Their failures are due: (1) to radioresistance of the neoplasms; 
(2) to the too great (local) extension of these—two limits of efficacy which (it 
may be hoped) will be exceeded by new advances in the fields of biology and 
technique, and (3) to the generalization of the disease (primarily local)—an 
obstacle that proves insurmountable for radiotherapy. 

The progress to be expected in radiologic methods should make us regard as 
very useful the organization of a department of radiophysiologic research in all 
the great establishments of radiotherapy. 

III. It is not necessary for special establishments devoted to the treatment 
of cancer to be near the residence of patients. On the other hand, the complexity 
of their organization and the cost of their equipment do not permit the erection 
of many of them. These two reasons combine to restrict their number. 

In the treatment of cancer every other consideration must be absolutely 
subordinated to the perfection of treatment, since radiotherapy, like surgical 
treatment, cannot be repeated. 

As regards the morale of the patients, it is desirable that the word ‘‘cancer”’ 
should not be written into the title of a therapeutic establishment and that 
patients suffering with various forms of benign tumors that can be cured by 
radiations should be admitted along with cancer patients. 

The organization of establishments designed to treat cancer includes: exam- 
ination of the patient and the work necessary for diagnosis, the treatment proper 
(surgery, radium, X-rays, and a department for non-irradiable patients), and the 
careful preservation of records of all kinds (a secretarial staff). Every important 
establishment devoted to radiotherapy of cancer must be able to provide hospital 
care for the patients and must not confine itself simply to the treatment of 
ambulant patients. 

An excellent surgical service is equally indispensable. 
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The protection of the personnel from lesions caused by X-rays and radium 
must be made the object of scrupulous discipline. 

The careful and efiective administration of X-rays and radium absolutely 
demands the actual participation of the physician at every sitting (X-rays, 
radium at a distance) and at every dressing followed by re-application (radium). 
At each sitting, particularly of deep X-ray therapy, the placing of the patient in 
the field of raying is a duty belonging exclusively to the physician and must not 
be carried out by an assistant to whom he simply gives directions. 

The question of the superiority of radium over X-rays, or vice versa, is of 
great importance for the equipment of an establishment. It has not been settled 
from a practical point of view. 

Radium may be employed cither in the state of a solid salt (in tubes and in 
needles of dense metal), or in solution for the preparation of radium emanation. 
A well-equipped establishment should have both methods at its disposal, because 
ach has advantages and disadvantages. However, radium in the form of asolid salt 
seems at the present time tolend itself to more general use than radium emanation. 


DISCUSSION 


Dr. Witty Meyer, New York City: i want to emphasize, having observed in a 
large group of cases what can be done with the help of operative surgery, that so far 
as the treatment of operable cancer is concerned it should be left to the surgeon. I 
know that in this belief many of my colleagues, who have seen what can be accom- 
plished by conscientious radical extirpation with the knife, are in accord. Of course 
we have to go ahead on strict indications; we have to be conscientious, and the extir- 
pation must be done by a surgeon who knows how to operate. For that reason, I feel 
that it is correct and proper to speak of “cancer surgery” as a special form of surgery, 
embracing, so far as the head is concerned, the skull, the sinuses, the mouth with the 
tongue, hard and soft palates, etc.; it will imply also a perfect knowledge of plastic 
surgery. The slides that we have seen thrown on the screen and the patients we have 
seen at our meetings—often years after operation—show that surgery is the best 
treatment and the most reliable treatment of cancerous affections, the treatment of 
choice if it is done conscientiously and properly. 

Naturally, there are a number of patients who dislike surgery and prefer another 
method, if it is at their disposal. Personally, I feel that radiation, whether it be by 
the X-rays or radium, should step in only when it is the actual choice of the patient 
who is willing to take his chances. The knife, used conscientiously and properly, 
removes the source of the trouble radically at one sitting. Of course, in any discussion 
as to the value of the respective modes of tumor removal it is understood that the 
surgical removal must be really radical; that the whole tumor mass must, if possible, 
be removed, together with the lymphatics and respective lymph nodes in one piece. 
The results in many cases that have thus been operated upon and followed up for years 
show that this is correct. To repeat: the patient who submits to X-ray or radium treat- 
ment takes a chance, for not every case will respond to the X-rays. 

We had an interesting discussion on this very subject before the American Associa- 
tion for Cancer Research in Boston, three years ago, and one of the speakers remarked 
that the surgeon and the radiologist should make it a point to see these cases together 
and in a mutual discussion should determine what is best to be done. He expressed 
the opinion that such co-operation should be carried out in our hospitals, and that 
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both doctors should tell the patient the absolute truth as to what is to be expected 
from either treatment. I coincide with that view. 

A good follow-up system will further show what should best be done in the future. 
It will show this ir later years by comparison of the cases that have been treated by 
means of radical operative cancer surgery and by X-rays and radium. 

After all, I believe that the surgeon who uses the knife conscientiously, carefully, 
and correctly will have the best results and therewith do the best for his patient. 


Dr. JAMES Ewinc, New York City: Many years ago, I think about 1880, the writer of 
the article on Hospitals in the Encyclopedia Britannica constructed an argument in favor 
of the erection of special hospitals for cancer patients. His views, formulated in a very 
early period of organized cancer control, seem to have been well founded, for there has 
been a general movement toward the establishment of special cancer institutes in many 
countries, and especially in recent years. Certainly no one who has seen the great institu- 
tion which Dr. Regaud has created in Paris for the modern treatment of cancer, especially 
by radiation, can doubt the necessity of such institutions for this purpose. Unfortunately 
not many communities can hope to combine such knowledge and skill with such equip- 
ment, but we may at least hold to such an ideal as something to work for. 

As a pathologist interested in the study of cancer I find many advantages in a 
large cancer institute, which are not to be found in most large general hospitals. The 
extent of the material observed in a cancer hospital offers an opportunity to witness 
the natural history of many tumors under different conditions, and only such informa- 
tion can render one fully competent in the diagnosis, prognosis, and treatment of 
these diseases. In most large general hospitals there is a good deal of cancer material, 
but seldom enough to furnish that broad experience which is desirable. Moreover, 
accurate knowledge of many important forms of tumors is not widely disseminated. 
Not many years ago, in discussing neurogenic sarcoma, I was surprised to find very 
few physicians in my circle who were familiar with the peculiarities of this common 
tumor, or knew that it was a phase of Recklinghausen’s disease. ‘The Codman registry 
of bone sarcoma has revealed most impressively the limitations of knowledge of these 
diseases and also the fact that what is known about them is not widely known, so 
that the treatment of these diseases is rather haphazard. I mention these two examples 
from a long list of similar conditions. I do not see how these deficiencies can be met 
and adequate knowledge of tumors obtained except in a large cancer institute. 


Pror. Henri HARTMANN, Paris (Dr. Lenz, interpreter): In spite of the fact that I 
am a surgeon, I cannot agree with the statement made that surgery is always more 
radical than treatment with the X-rays or radium. 

Take cancer of the tongue, for example. We have two forms of cancer of the 
tongue: (1) the papillomatous type, in which the knife is effective and with it one 
may perform a radical operation; (2) interstitial cancer of the tongue, in which the 
knife is never sure to do a complete operation and to remove all traces of the disease. 
In such cases we use needles of radium and it seems that radium gives more adequate 
results than operation by the knife. 

You may think the knife is radical, but it is not. The glands of the neck must 
be removed with the knife, but in the tongue radium gives better results than removal 
by the knife. My final results are certainly as good in cancer of the uterine cervix 
treated with radium as in cases treated by the Wertheim operation, and with radium 
there is no operative mortality. In such cases I prefer the radium. 


Dr. ARCHIBALD LeEItcH, London: It has been suggested that I might say a few words, 
first, in regard to special cancer institutes, and second, in regard to a comparison between 
X-ray and radium treatment on the one hand and surgery on the other. 
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At a general hospital the cancer patients are distributed throughout the wards, 
and the surgeon and pathologists do not have an opportunity for the observation and 
study of cancer that is afforded in a special cancer hospital. In our Cancer Hospital 
in London there are not only operable cases under various surgeons but inoperable 
cases under the care of physicians and a department devoted to radiology. These are 
all practically under one roof and there are all the facilities for treating cancer. 

The hospital has been endowed for the treatment and study of cancer, tumors, and 
allied diseases, and our surgeons are general surgeons. We have found from experience 
that it has served very well. We have found that in this way a much more extensive 
knowledge of cancer and the surgical pathology of cancer can be obtained than would 
be possible otherwise. 

As to the relation between surgical treatment and radium treatment I do not 
think that hitherto we have been comparing anything like equals. In most instances 
where radium has been effective the tumor is in its earliest and least malignant stage— 
an ideal condition which is seldom met. 

We have to treat cancer as we find it, and as a pathologist I cannot believe that 
radium will affect the malignant cells that are penetrating the surrounding lymphatics — 
a condition we must always assume. 

Cancer travels by the lymphatics and any operation or any other treatment, no 
matter what it is, that is to be effective must not only remove the focus but the way 
by which cancer is being spread. 

To my mind surgery whenever possible must take precedence over radiation. 
ven my colleague, the director of the radiotherapeutic department, maintains that 
surgery is the treatment of choice and the one he himself would submit to if he devel- 
oped cancer. 

It is our task in the pathological department to work out for the surgeons the 
pathways by which cancer tends to spread and thus enable them to remove entirely 
and in one mass not only the original focus but also the dangerous areas by which 
cancer spreads. 


Dr. Burton J. Ler, New York City: I want to thank Dr. Greenough for his 
very excellent paper in which he has presented radiation results in a fair-minded 
manner. Referring to Dr. Leitch’s remarks, it seems to me that in a cancer institute, 
if the final decision is to be made by the surgeon, surgery will be inevitably the method 
of choice in most cases. In our experience at the Memorial Hospital, the decision as 
to the method of treatment to be employed is made jointly by surgeons, radiologists, 
and pathologists. Such a joint judgment must, of necessity, be a less biased one than 
when the surgeon alone dictates the therapy to be employed. 

1 am, primarily, a surgeon, secondarily, a radiologist, and I confess that I am 
often distressed at seeing patients suffering with wholly inoperable cancer of the breast, 
in which the attempt has been made to eradicate the disease by radical surgery. It 
is in this particular group of patients that the most careful judgment concerning therapy 
should be used. With all the data at hand concerning the patient suffering with can- 
cerous disease, one should always ask himself the question: What is best for this patient— 
not, What do I want to do with this patient? 

Cancer of the cervix furnishes the best end-results that have been obtained by 
radiologic methods. The results justify this form of treatment, as shown by the hos- 
pital records of the last ten years. 


Pror. LEON BERARD, Paris (Dr. Gendreau, interpreter): In the present state 
of knowledge one cannot make a definite choice between surgery and physical agents 
(X-rays and radium) for the treatment of cancers. Nothing is absolute in clinical 
medicine. 
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On the other hand, a meeting like this one can render a great service to physicians 
and general surgeons in specifying which cancers ought to be operated upon by surgery 
and which should be reserved for treatment by physical agents. 

It is not to be doubted that with the apparatus we have today endodermic cancers, 
that is to say those of the stomach, intestines, corpus uteri, ovaries, and kidneys, do 
not respond to the action of radium and X-rays. They must be eradicated by the 
surgeon as soon as possible and without pre-operative irradiation. 

On the contrary, exodermic cancers, epitheliomata of the skin, mouth, pharynx, 
larynx, vagina, cervix uteri, etc., can be treated as successfully by the physical agents 
as by the knife, but with less destructive effect and less operative mortality, and with 
better functional results and more acceptable scars. 

When lymph nodes are definitely perceptible and when their malignancy has been 
clearly shown by microscopic examination, they ought to be removed with the tumor 
by a block dissection accompanied by a pre-operative and postoperative irradiation 
of the whole suspected territory. Often in these cases the physical agents, radium 
and the X-rays alone, have little or no action on these cancerous adenopathies. It is 
better to combine such irradiations with surgery—but if the combination is impossible, 
surgery alone is still much to be preferred to radium or X-rays alone. 

As for cancer of the breast, notwithstanding the success attributed to physical 
agents, I think it ought to be left to the surgeon, who should, after the methods of 
Halsted and Handley, make a wide ablation of the tumor and lymph nodes when the 
extension has not reached the supraclavicular stage. 


Dr. ANDRE Crorti, Columbus, Ohio: Five years ago we started a cancer clinic in 
Columbus, Ohio, for the purpose of offering to the public facilities for the diagnosis 
and treatment of malignant growths. This cancer clinic has been very successful and 
has been a great factor as an educational means, not only in the city but in the sur- 
rounding districts. Beside my connection with the clinic, I am Chief of the Surgical 
Department of White Cross Hospital. In these two institutions the method of handling 
cancer cases has been very much as follows: 

1. All superficial cancers are sent to the radiologist. 

2. Carcinoma of the cervix is regarded as a superficial cancer and consequently 
treated with radium. In the last six years I have not performed a single hysterectomy 
for carcinoma of the cervix. All these cases are treated with radium. I must say the 
results have been as good, if not better, than when they were treated surgically, i.e., 
by hysterectomy. 

3. Carcinoma of the fundus is essentially a surgical case and is consequently treated 
surgically, i.e., by hysterectomy. 

4. Carcinoma of the breast is essentially surgical. Radiology is used as an adjunct 
after operation, but primarily cancer of the breast, if operable, belongs to the surgeon. 

5. All cases of deep-seated cancer are surgical, if still operable. 

6. Carcinoma of the gum is treated by radiation. 

7. In cancer of the tongue our results have been bad, no matter what method 
was chosen, radiation or surgery. 

I am glad our methods are practically the same as those advocated by our dis- 
tinguished visitors. 


Dr. E. S. Kitcore, San Francisco, Calif.: We have listened all afternoon to what 
is the most important problem before us, the arrival at unanimous opinion as to the 
kind of treatment the respective varieties of cancer should have. The two papers 
under discussion have pointed the way to a solution of that problem—the study of 
patients by surgeons and radiologists together in cancer hospitals or on cancer com- 
mittees in general hospitals. 
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I should like to point out one advantage, not particularly mentioned here, of the 
co-operative method of diagnosing and treating cancer—the advantage to the pro- 
fession in the region around the center. 

At the San Francisco Hospital the cancer committee has had the experience of 
receiving requests from outside physicians for our combined advice on individual cases. 
These physicians feel that if we fight it out first among ourselves and come to a con- 
clusion, they will receive advice on which they can act, instead of receiving advice of 
one kind from a surgeon and other advice from a radiologist if the patient is seen 
separately by these men. 


Pror. WILLIAM DE Vrirs, The Hague: I want to say a few words in reference to 
our cancer institution in Holland. 

Our cancer institute has been founded by private contributions. Subsidies are 
given by our Government, by the City of Amsterdam, and by other cities. It is not 
called a cancer institute but the “Antoni van Leewenhoekhuis,” and I think it is an 
advantage that it does not operate under the name of a cancer institute. A man who 
has no cancer in his family does not bother about the name, but a person who has 
cancer in his family knows very well that the Antoni van Leewenhoekhuis is a cancer 
institution and treats cancer. 

In the second place it is preferable that a cancer clinic with its laboratory should 
be a separate institution and not attached to a university or a hospital, because when 
it is a separate institution, with separate building and separate laboratory and research 
men, these men become specialists in cancer and they know more about it than the 
general pathologist and the general surgeon who are doing other things as well as 
treating cancer. 

In regard to the treatment by knife and radiation, I am in about the same position 
as the others who have spoken regarding cancer of the lip, skin, uterus, etc. In our 
institute we have had 16 cases of cancer of the cesophagus treated with radium, most 
of them with no good results whatever. In one case, however, controlled by micro- 
scopic examination, the patient was still well after two and one-half years. In one 
case there was nothing to be seen after one year. So it seems that there may be cases 
of cancer of the cesophagus that may be cured, at least for a long time, by radium 
treatment.' 


Dr. WitttAm H. Wetcn, Baltimore, Maryland: In the United States it has been 
considered a great detriment to medical education that so many special hospitals exist 
apart from any association with general hospitals and universities. This has been one 
of the great problems in medical education. There is need to establish with university 
medical schools clinics in these special fields. I am against special skin hospitals, etc., 
outside of general hospitals. Special hospitals should be university eye clinics, univer- 
sity skin clinics, etc. I think it is extremely important to have the clinics and the 
universities correlated. I feel that pathologists are somewhat skeptical of the material 
that comes from special hospitals. 

It is also important to have our physical laboratories correlated with university 
medical schools. I am in sympathy with Dr. Ewing, who called attention to the fact 
that pathologists have studied specimens without knowing the fate of the patient 
from whom the specimen was taken. I wish to stress the importance of not detaching 
our cancer institutions from general hospitals and university medical schools. 


'Radiumbehandeling van Slot larmkauber. W.T. Wassink. Nederl. Tijdschr. vy. Geneesk., 1926, I, No. 3. 
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S a preliminary to the following report on the work done in Germany in 
diagnosing and treating cancer, it seems necessary to point out that the 
reliability of the results given by any method used in this work will 

increase the more the method employed takes into account the specific factors 
of the malignant growth. 


FUNDAMENTAL FACTORS OF GROWTH 


According to the rule of the transformability of matter, the qualities of a 
given system will become altered in proportion as changes occur in the surround- 
ing medium. This rule holds good not only for inanimaté systems but also for the 
living cell. A clear proof of its validity with reference to the latter may be 
obtained by any method of experimental production of malignant growth which 
is obtained by introducing efficient factors into the medium of normal cells. 
After reaction with these substances, the system in the normal cell and, conse- 
quently, the vital process of this cell, becomes altered in a distinct but still 
unknown manner, as is shown by a transformation of the formerly benign quali- 
ties of the cell into malignant qualities. According to generally accepted ideas, 
this process in living cells consists of interactions of different physicochemical 
compounds, connected with each other by the general laws that govern all 
processes in animate as well as in inanimate nature. The natural sequence by 
which one reaction is followed by another is dependent upon the integrity of all 
the compounds of the system. This system—and my opinion is based, I may 
say, upon studies of the past year—seems to be regulated by some general factors 
of which at the present day only two are known to me. By comparing the qualita- 
tive and quantitative conditions of these factors in normal and in malignant cells, 
we have obtained good evidence that one of these factors, which is apparently 
not qualitatively altered in the cancer cell, is there altered quantitatively. At 
the present moment this difference is not regarded by us as wholly conclusive, 
because we have found that some normal organs (though their number is very 
small) show the same quantitative type as cancer tissue. We hope to elucidate 
this discrepancy in due time. 

I am mentioning this research work here in order to point out once more that 
factors belonging to the minute physicochemical composition of the cell determine 
the qualities as well as the formal appearance of the process in question, and that 
a reliable basis for diagnostic methods may be expected to be derived from them. 
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PRESENT-DAY METHODS OF DIAGNOSIS 


All present-day methods of diagnosing cancer use direct or indirect determina- 
tions of secondary qualities of the malignant growth. The physical qualities of 
the tumor taken into account for the diagnosis are its size, consistency, location 
and relation to the surrounding tissues, and its contours as seen on the X-ray 
screen. 

The chemical qualities determined are, for instance, the absence of free 
hydrochloric acid and the presence of lactic acid in tumors of the stomach, the 
increase of eosinophiles in the blood in cases of metastases in the bones, the 
presence of jaundice in cases of metastases in the liver, or the appearance of 
lactic acid in the urine after the administration of a large dose of sugar-—as found 
by Glaessner, 0.3 per cent (5). 

These methods are employed to ascertain, first, whether or not there is a 
tumor, and second, whether the tumor is of a malignant nature. For the purpose 
of deciding this question with greater certainty, there have been in use various 
serological methods, as for instance those of Boyksen, Freund-Kaminer, Abder- 
halden, Kahn, and the miostagmin reaction. 

As a result of addressing inquiries to our leading clinical authorities on 
internal medicine, surgery, and gynecology, as to which of these methods are 
still in use and have proved satisfactory, I have learned that they all regard all 
of them as unreliable for diagnosing incipient malignant growths or suspected 
tumors. 

It is particularly worthy of note that Professor Mueller of Rostock, from 
whose clinic the Boyksen test came forth, now rejects this method as unreliable, 
because of its non-specificity. For the same reason all the clinics from which I 
received answers reject the value of serological methods for diagnosing cancer. 
It is a very common occurrence in the world that not all those things which have 
been announced with great acclaim have fulfilled the expectations they aroused. 


RECENT GERMAN INVESTIGATIONS 


Some months ago, a paper was published by Miss Schumacher (11) of Pro- 
fessor Embden’s laboratory in Frankfort, which promises to be of much assistance 
in the diagnosis of cases of cancer of the stomach or bowel complicated by 
metastases in the liver, the method being a direct outcome of the more recent 
results of the biochemical study of the carbohydrate metabolism of cancer tissues. 

In Germany, investigations of the metabolism of the cancer cell carried out 
since 1923 have led to two different conceptions as to the mechanism determining 
the abnormal increase of lactic acid in cancer tissues. 

The idea which is being advanced by Warburg (13) of Berlin is that cancer 
cells, being in need of energy for their growth—or, as we may say, for reproduction 
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——and not having sufficient oxygen at their disposal for this process, make up the 
deficiency by splitting sugar. Warburg has tried to explain the essential difference 
between normal and malignant cells as being conditioned by a deficiency of 
oxygen supply to.the malignant cells, this insufficiency being over-compensated 
by a seventyfold increase of their power to split carbohydrates into lactic acid, 
i.e., of their glycolytic capacity. For the purpose of demonstrating this hypothe- 
sis, Warburg investigated what would happen with cancer tissues surviving in 
the absence of oxygen in a Ringer solution at 37°C. The normal Ringer being 
insufficient, he was obliged to increase its sodium bicarbonate content tenfold 
and its sugar content to 2.5 per thousand. Under these conditions the sugar was 
found to be split into lactic acid, which passed into the solution and could be 
determined therein. When the influence of normal tissues upon the glycolytic 
process was studied by this method, very little lactic acid was found in these 
tissues, while with malignant tumor tissues there appeared a great deal of lactic 
acid into which the additional sugar had been transformed. ‘This result Warburg 
explains as being due to the high reaction velocity of the glycolytic process in 
tumor cells, which process, according to him, is lacking in normal cells (14). 

In the same year in which Warburg issued his first publication (12) concern- 
ing this matter, we began issuing another series (2) which led to the idea (3) 
that the splitting of sugar into lactic acid is a process employed throughout by 
all chemically active cells, in which the lactic acid starts the specific work done 
by these cells. In other words, this reaction could not be found to be a prerogative 
of cancer cells but a normal and general function of all active cells. After it has 
carried out this specific work, the main part of the lactic acid produced in normal 
cells is immediately reconverted into carbohydrates. In consequence of this rapid 
reconversion, normal tissues always show a low content of lactic acid. Now, if 
this reconversion were to be in any degree hindered by some cause or other, as 
it is hindered, according to our conception, in cancer cells, this would lead to a 
corresponding accumulation of unconverted lactic acid. Determining the lactic 
acid content of normal tissues immediately after excision, and at regular intervals 
later on, we found the content of these tissues to be the higher, the greater the 
time that had elapsed between excision and fixation. A similar accumulation of 
lactic acid may be observed also during life in a contracting muscle, this accumu- 
lation becoming the higher, the longer the oxygen supply to the tissue is sus- 
pended. In both cases the suspension of the oxygen respiration of the tissue being 
followed by a corresponding accumulation of lactic acid, we concluded that this 
sequence was to be regarded as a general reaction of active cells lacking oxygen. 
Concerning the mechanism of this reaction, there was nodoubt that the oxygen res- 
piration of a tissue could be hindered to a variable extent and in different ways. 
Being especially interested in conditions which might lead to the high increase of 
lactic acid in cancer tissues we became convinced that a local suspension of the cell 
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respiration would be the most efficient factor, by reason of its suspending the re- 
conversion of the lactic acid produced by the cells. We have obtained good evi- 
dence that factors belonging to this category are at work in producing the malig- 
nant growth. In accordance with this idea, it may be expected that tumor tissues 
will generally contain more lactic acid than the tissues of actively working organs. 
To both statements there are —as I have found—exceptions which, although they 
would at first sight seem to contradict this rule, tend rather to confirm it. 

The lactic acid content of a tissue varies with the relative number of its active 
cells. For instance, tumors poor in cancer cells have a very small lactic acid con- 
tent, which is found to be lower than the content of a tumor rich in cancer cells. 

On the other hand, actively working normal organs consisting almost entirely 
of active cells would show a relatively high lactic acid content, which might be as 
great or even greater than the content of a malignant tumor poor in active cells. 
But, as explained above, the different content of lactic acid in normal and in 
cancer tissues is dependent not only on the amount produced by these tissues but 
also on the extent to which this amount is reconverted into sugar. An actively 
working normal tissue containing a great number of active cells that are able, 
by means of sufficient oxygen, to reconvert the lactic acid produced by them, 
may, therefore, show nearly the same content of lactic acid as a cancer tissue 
containing a small number of active cells that are unable so thoroughly to re- 
convert the lactic acid while supplied with insufficient oxygen. 

Cori (4) of Buffalo and, later, Warburg of Berlin (14) have demonstrated in 
a very instructive manner the fact that the tumor veins in a living animal contain 
less sugar and more lactic acid than the artery of the same tumor. This may, I 
believe, be regarded as a proof of both theories. 

It was to be expected that any increased amount of lactic acid produced in 
any organ would be carried off by the blood vessels, thereby leading to an in- 
creased content of this acid in the blood. This expectation could not be realized 
under normal conditions, as, for instance, after hard muscular exercise. Accord- 
ing to work done by Barr, Himwich, and Green (1) and by Meyerhof (10), this 
fact is explained by the supposition that the non-appearance of an increased 
content of lactic acid in the blood is due to its reconversion into sugar in the 
liver, the resting muscles being, besides the liver, the only other organ for recon- 
version. In cases where the liver might be unable to fulfill the reconversion, 
perhaps being itself involved to a greater extent by metastases of malignant 
tumor, the lactic acid that has accumulated in the tumor and has been trans- 
ferred from it to the liver would remain unreconverted and would therefore 
accumulate in the blood. According to the results obtained by Miss Schumacher, 
this supposition has been proved correct. Miss Schumacher found that the 
blood content of lactic acid in every case of cancer, except in cases in which the 
liver is involved in the malignant growth, is not higher than that of normal 
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persons, while in cases of cancer metastases in the liver, the lactic acid content 
of the blood was always found to be increased beyond all possibility of error. 
Another important process has been cleared up with regard to the clinical 
test for lactic acid in cancer of the stomach. Mendel (9) ascertained that the well- 
known lactic acid bacilli found in cases of cancer of the pyloric portion of the 
stomach are not the producers of lactic acid, but that the lactic acid found in 
such cases is due to the above-mentioned metabolism of the tumor. 
Summarizing all the diagnostic methods employed up to date, we see that 
only those derived from the specific physicochemical process can. be depended 
on to give a reliable diagnosis of cancer. The others cannot pretend to this, and 
if they should answer reliably they would do so only in the hands of a person 
with extensive practical experience. We are inclined to hope that the remaining, 
and greater, part of the metabolism of the cancer cell, which has not yet been 
examined by us with such care as the carbohydrate metabolism, will furnish 
results from which a practical method for the diagnosis of cancer can be derived. 


THE TREATMENT OF TUMORS 


There are great difficulties in the way of laying down the general lines of 
treatment of tumors. Even two tumors of the same organ—for instance, two 
cancers of the breast—differ in some important qualities from each other. An 
essential difficulty arises in defining whether the process is localized or gener- 
alized, whether the reproductive power of its cells is high or low, and whether 
the factors leading to cachexia are more or less pronounced. For on the deter- 
mining of these qualities depends not only the extent of operative limits, but 
also the method of postoperative treatment. 

It must be conceded that at least the question of generalization may be 
answered in some proportion of the cases by the before-mentioned methods, but 
every surgeon is familiar with the experience of having the rest of his material 
confront him with totally unforeseen and undiagnosticable complications. 
Practical medicine of the present day has no solution for these problems, while 
pathological anatomy may base its determinations on morphological qualities of 
the cancer cell, as, for instance, its glycogen content, or the precentage of mitotic 
figures of cells. In cases where the character of a tumor cannot be diagnosed with 
proper certainty by the usual methods, a biopsy may be carried out, followed as 
soon as possible, after histological diagnosis, by the operative removal of the 
tumor. The value of such a diagnostic operation being clear, more theoretical 
objections have been propounded, which were mainly derived from the appre- 
hension that every biopsy would give a good chance of mobilizing tumor cells, or 
of implanting them in the wound. Professor Anschiitz of Kiel has shown by 
comparing the operative results in patients with and without biopsy that such 
apprehensions may be regarded as unfounded. 
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RADIATION 


The center of the stage in all questions concerning the treatment of cancer 
is occupied by the still unsolved problem of the action of the X-rays on normal 
and on malignant cells. Until this problem has been cleared up from the theo- 
retical point of view, I believe that the practical work of treating cancer by 
X-rays cannot be substantially improved. Even if we may concede that there 
are inoperable cases of cancer which have undoubtedly remained cured for a 
long period of years, we are, on the other hand, acquainted with cases which 
react to X-raying less readily or in some parts not at all. 

Such observations are explained by the assumption that the insufficient re- 
action of cells is due, not so much to an insufficient concentration of the X-rays 
on that part of the tumor which did not react in the way it was expected to do, 
as it is to some insufficient reactivity inherent in the cell itself. In fact, physical 
sensibilization of the irradiated part of an organism has not been obtainable to a 
sufficient degree, while the other way of sensibilizing the tumor tissue, the chem- 
ical, seems to be the method of the future. It must be conceded that no work 
done at the present time in this direction has led to valuable results. I may 
mention here the work of Hofbauer (5) who attempted to sensitize gynecological 
cancers by X-ray irradiations of the hypophysis; the work of Mayer (7) who, 
having injected sugar intravenously, believes that he has attained a much 
higher effect of irradiation than with normal unsensibilized tissues. ‘The same 
effect, a chemical sensibilization of the cells in question, may be attained by 
means of a great many pharmaceuctical preparations, as, for instance, colloidal 
lead, introcid and others. The methods of X-ray treatment are up to the present 
day entirely empirical. In order to discover rational methods we must procure 
better information on the mechanism of the action of X-rays than we have at 
present. We know certain factors influencing the susceptibility of cells, as, for 
instance, the mitotic state or the state of swelling. According to Holthusen’s (7) 
idea, the primary process in X-raying is a photochemical reaction which ought 
to be governed by the Bunsen-Roscoe law; but this effect is limited during a 
continuous irradiation by the counter-reaction of the living tissue. In practice, 
the action of the same dose differently distributed over the same time is found to 
be very different. The best prospects for heightening the effect of X-rays will 
be gained by sensibilizing the tumor. 


PROPHYLAXIS 


The prophylactic treatment, judging by the latest publications, must be 
regarded as much more problematic than the treatment of manifest cancers, the 
reactivity of latent cancer foci to X-rays doubtless being still less elucidated 
than the reactivity of manifest cancers. 
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Pre-operative X-ray treatment is supposed in some cases to have affected 
inoperable tumors in such a way that they became operable. This may be said 
in favor of the treatment of manifest tumors, but cannot be applied to latent 
cancer. 

The main objection to pre-operative X-raying comes from the psychological 
side, for if patients were to receive one or more X-ray irradiations, they might 
suppose that they had done all they could in the way of treatment, and it would 
possibly be too late to operate on them later on. In addition to this argument 
against pre-operative treatment, there seems to be another: it must be taken 
into consideration that the X-rayed area contains, besides cancer cells, healthy 
tissue which, according to present ideas, is the seat of very important factors 
engaged in combating the malignant growth. I believe that as long as we cannot 
determine with due certainty what these factors are nor the influence of X-rays 
on them, we must be extraordinarily cautious in determining the limits of the 
area to be X-rayed. 
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THE ORGANIZED MOVEMENT FOR THE 
CONTROL OF CANCER IN AMERICA 


By GEORGE A. SOPER, Pu.D., New York City 


Managing Director, American Society for the Control of Cancer 


HI American Society for the Control of Cancer was founded in 1913 by 
a group of physicians and laymen, nine medical societies of national scope 
and prestige taking part. 

The declared objects for which the Society was formed follow: To collect, 
collate, and disseminate information concerning the symptoms, diagnosis, 
treatment, and prevention of cancer; to investigate the conditions under which 
cancer is found, and to compile statistics in regard thereto. Its work is, there- 
fore, educational, epidemiological, and statistical. 

The Society seeks to reach the general public and the medical profession with 
a definite message, namely, that many cases of cancer can be cured if treated by 
modern scientific methods and at a sufficiently early stage in the disease. 

People are taught the symptoms of early cancer and told to apply to physi- 
cians immediately upon the appearance of these suspicious signs. Physicians 
are given the latest facts in regard to diagnosis and treatment, and urged to act 
promptly in treating the patients or, if necessary, to send them to specialists. 
Measures for the prevention of cancer are advocated. 

In other words, the chief function of the Society is to bring the patients and 
doctors together at times and under circumstances which offer the best prospect 
of curing or preventing the disease. 


PRINCIPLES AND POLICIES 


On December 5, 1923, the Society adopted a formal statement of principles 
and policies as a guide to its action. Following are the essentials of this state- 
ment. They represent the aims and standards of the Society at the present time. 

The word ‘‘cancer,” as used by the Society in its title and throughout its 
publications, means any and all of those forms of malignant growth of new 
tissue which usually take the form of a tumor, have a tendency to ulcerate, to 
extend by metastasis from one part of the body to another, and to recur after 
incomplete removal. By “control” is meant the prevention of the incidence of 
cancer and of suffering and death from that disease. The term ‘‘American”’ in 
the title indicates the territory in which the Society does its work—the United 
States and Canada. 

Up to the present, the dissemination of knowledge has been the chief occu- 
pation of the Society. The information which has been used has been mainly 
that which has been supplied through the voluntary labor of members in the 
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preparation of handbooks, lectures, and papers. The statements have dealt 
chiefly with the prevalence of cancer, its early symptoms, the irritation theory, 
radiation, and arguments for prompt recognition and surgical treatment. 

The activities of the Society are broad. The Society seeks to control cancer 
by whatever means experience and investigation show to be useful. It endeavors 
to survey the entire field of accomplishment by whatever institution or organiza- 
tion or individual useful work is being done. It strives to disseminate its infor- 
mation in the most thorough manner possible. 

The Society’s doctrine is that lives can be saved by teaching people in the 
early stages of cancer to suspect their condition and go promptly to competent 
physicians for diagnosis and treatment. This requires, first, that the interest of 
the patient shall be aroused in order that he may learn the symptoms and recog- 
nize them in himself; if thisisnot done, he will not suspect that he has cancer until 
it is too late to be cured of it. After this, he must be convinced, through argu- 
ment, as to the right course of action to pursue; otherwise he may go to some 
quack or other incompetent person. Finally, motive force must be supplied in 
order to lead him to act upon his knowledge and conviction. It is not enough 
that a person should know what to do; he must be induced to do it. To arouse 
the interest, to supply the argument, and to furnish the motive force, the Society 
must make skilful use of the principles of practical psychology. 

It is not only necessary to popularize information concerning cancer in order 
to induce persons who have this disease to place themselves promptly in capable 
hands; it is also desirable that the members of the medical profession to whom 
patients apply, should be helped to become as skilful as possible in their diag- 
nosis and treatment. To this end, efforts are made to acquaint them with the 
latest procedures which they can reliably employ and to warn them against 
practices which, however promising they may appear to be, lead in the end to 
disastrous consequences. ; 

The Society hopes that the number of physicians who are capable of dealing 
skilfuly with cancer will increase. The idea of establishing cancer clinics is 
encouraged, as is the idea of establishing cancer institutes for the investigation 
of the cause and cure of cancer, when under university control or other safe 
auspices. Information is made available to laboratory diagnosticians, radio!o- 
gists, and nurses, to the end that they may become more efficient. Careful 
educational work is done among medical students. The exposure of charlatans 
is aided whenever practicable. 

The publications of the Society are as stimulating and practical as it is pos- 
sible to produce. Above all, it is intended that they shall be accurate. It is 
believed that they are helpful. They are designed to meet the particular needs 
of those for whom they are intended. They are not merely general statements 
intended to do good to whomsoever happens to hear them. 
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No pains are spared to make the Society’s statements definite, explicit, and 
convincing. There would be no object in making these remarks were it not that 
some of the aspects of cancer control are very difficult to talk and write about 
effectively. It is doubtful if there is in the whole range of medical literature 
a subject so clouded by inaccurate observations, unfounded opinion, and 
unwarranted generalizations. 


CANCER A PROBLEM OF INDIVIDUALS 


In a real sense the Society undertakes to deal with individuals. In its com- 
munications with patients it confines itself to general instructions and advice. 
It does not undertake to diagnose or cure specific cases of cancer. Patients who 
address inquiries to the central office concerning their condition and the proper 
treatment to seek are referred, when possible, to clinics, to the Society’s field 
officers, and to other local authorities for advice as to where competent medical 
attention can be obtained in their vicinity. 

The Society seeks to maintain and increase its reputation for progressive, 
helpful, and authoritative statements with respect to the practical aspects of 
cancer control. Its ambition is to be the foremost authority in the world on the 
control of cancer. Its office endeavors to formulate statements and statistical 
expressions of the most unprejudiced and reliable character. The Society con- 
stantly strives to increase the number of its established facts and to revise and 
make more certain its opinions with respect to the prevention and cure of cancer 
and the amelioration of suffering from this disease as time and the increase of 
knowledge permit. 

The Society has a practical working library containing files of reports of 
institutions devoted to the study and control of cancer, government reports on 
cancer, vital statistics, medical journals, recent textbooks, and standard works 
of reference. ‘The stock of knowledge at the Society’s headquarters is constantly 
becoming more and more complete and serviceable. 

The Society stands upon its own feet as a national organization; it is seeking 
to develop itself as the important public educational force which it is. Atten- 
tion is being given to its permanent establishment. It is believed that there will 
always be need of an organization of this kind to lead in the control of cancer. 


ORGANIZATION 


The Society covers, within the territory of its operations, the United States, 
including the Hawaiian and Philippine Islands, and the Dominion of Canada. 

The administrative organization includes an Executive Committee of 20 
members, elected from the Society’s Advisory Council, which latter cannot 
exceed 100 members, and a Board of Directors of 5, who are members of the 
Advisory Council. 
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The actual conduct of the executive work is done by a managing director 
and a small office staff. The Society has a field representative who is a graduate 
physician. 

The Executive Committee meets once a month and, between annual meet- 
ings, acts for the whole Society. 

The Board of Directors has the general management of the financial affairs 
of the Society. It supervises the investment and disbursement of funds, and 
prepares an annual report, which is presented at the yearly meeting of the mem- 
bers of the Society in March. 

The Advisory Council considers the activities and management of the 
Society, and advises with the Board of Directors, Executive Committee, and 
Managing Director. 

The affairs of the Society, that is, the powers and duties of its officers and 
Committees, are controlled by the certificate of incorporation and by-laws. 

The Society has a field organization consisting of a chairman for each state 
and province, with various committees and subcommittees under them. Over 
certain groups of states there are regional directors who have supervision over 
the activities in their districts. 

The State chairman, who is always a physician, appoints chairmen of com- 
mittees for the various counties. These, in turn, have local chairmen under 
them, when the activities of the organization call for so much administrative 
machinery. The various local committees are made up partly of physicians 
and partly of lay persons. The complete organization appropriate for a state 
is effected in preparation for a period of intensive activity, be it a week or 
month or longer. When the activity is over, the organization automatically 
dissolves and only the state chairman remains. 


SERVICES 


The Society has, from the first, believed that nothing thoroughly successful 
and permanent could be accomplished in the control of cancer without the full 
and hearty co-operation of the medical profession. With this idea in mind, it has 
endeavored, with success, to enlist the interest and support of physicians. 

Lectures on cancer control are given to junior and senior medical students. 
The Society has prepared a small and compact handbook on the diagnosis and 
treatment of cancer, which has been widely distributed to physicians. It has 
insisted that all its committees be organized with physicians as chairmen. The 
Society has received the endorsement of the American Medical Association and 
of many other professional societies. 

The Society has worked in close harmony with the state and local health 
authorities, and many of its best results, especially in the education of the 
general public, have been secured through these official bodies. 
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Instruction to organizations of nurses and to pupil nurses in training is one 
of the major activities of the Society. Early in its organization the Society 
received the endorsement of the American Nurses’ Association, the National 
Organization for Public Health Nursing, and the League of Nursing Education, 
and has since co-operated in every way with nurses either attached to Boards of 
Health and to the Red Cross, or other non-official health agencies. It has pre- 
pared and distributed on request the special pamphlet for nurses entitled, 
Cancer Control—How the Nurse Can Help toward Its Accomplishment. 

The education of the general public is carried on in various ways. The 
Society has since its inception been convinced that a good way to educate large 
numbers of persons is to secure a large number of members, each new member 
being a sustaining factor in support of the movement, as well as a nucleus for the 
dissemination of information. There were about 2,000 paying members in 
1925. The Society has a carefully prepared set of pamphlets for the general 
reader, which is mailed to anyone on request. Individual requests for informa- 
tion are answered personally. Hundreds of letters of inquiry are received 
annually. 

A set of hand-colored drawings illustrating the right and wrong method of 
going about the treatment of cancer has been prepared. This exhibit has been 
reproduced by lithography and sent to over 1,000 cancer committees in the 
United States and Canada. A set of 6 large painted panels with instructive text 
has been prepared for health exhibits. Two popular film dramas on the cancer 
problem have been produced and widely distributed. 


EDUCATIONAL MATERIAL 


Kducational material for popular use includes pamphlets on Cancer Clinics 
and Consultation Services; What a State Chairman Can Do; Cancer Cures; Fear and 
Cancer; Danger Signals that May Mean Cancer; The Growth of an Idea; Destroy 
the Weed; and What Everyone Should Know about Cancer. 

Printed “talks” to be given over the radio are sent to state chairmen. Their 
titles include, Are You an Ostrich; What the Governor Said; Knowledge and 
Action; and The Greatest Thing in the World. 

Newspaper articles and texts for advertisements to be inserted in the daily 
press of various parts of this country are supplied. 

The Society issues a carefully edited monthly publication called Campaign 
Notes. 

Intensive “Cancer Week” campaigns were carried on in 1921, 1922, and 1923. 
During the first campaign, which was conducted from October 30 to November 
5, it is estimated that through publicity measures fully 10,000,000 persons were 
reached. It is believed that the second ‘Cancer Week” reached, in one way or 
another, fully 50 per cent of the population of the United States with the vital 
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message of cancer control. The third period of intensive educational activity 
was no less successful than the others. 

The work of the Society, in so far as paid service is necessary, is carried on 
partly by means of contributions and dues of members. Special contributions in 
any amount are solicited. All contributors to the work of the Society receive its 
publications and are invited to attend meetings, to take part in the direction of 
the affairs of the National Society, and to participate in the local work in their 
respective states and cities. 

The annual expenditure of the Society for all purposes is about $50,000 per 
year. About one-half of this amount has been received from the grants of phil- 
anthropic foundations and the rest from dues, legacies, andcontributions. A cam- 
paign for an endowment of $1,000,000 to insure the permanence of the Society’s 
work was begun in 1926. Up to September, 1926, about $400,000 had been 
collected. . 

RESULTS 

Although it would be desirable to point to a reduction in the death rate or to 
some other tangible evidence of the Society’s success, there is no such measure 
of its effectiveness in existence. The official mortality reports which are issued 
by the several states and by the United States are too inadequate and inaccurate 
to show statistically how many lives have been saved in the last dozen years 
through the Society’s efforts. That there have been many cases of cancer pre- 
vented and many cured through the prompt recognition of early symptoms 
admits of no question. 

With the object of obtaining the opinions of persons acquainted with the 
Society’s efforts and thus determining as far as might be the effects of its under- 
taking, questionnaires were sent during 1924 to the regional and state chairmen 
who represented the Society throughout the United States, requesting definite 
answers to five specific queries. 

The specific questions were as follows: 

1. Whether patients were going to the doctors in larger numbers than 
formerly, making due allowance for the increased population. 

2. Whether patients were applying at an earlier stage in their disease than 
was formerly the case. 

3. Whether there was an increasing realization of the need of better infor- 
mation on the part of the public and physicians with reference to the preven- 
tion and cure of cancer. 

4. Whether our Society has been really helpful in bringing about the results 
referred to in these inquiries. 

5. Whether our state chairmen knew of any cases of cancer which had 
apparently been cured as a result of the campaign which has been carried on 
under our Society’s leadership for the last ten years. 
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Question 1 was answered in the affirmative by all. It could not always be 
said that there was clear evidence that patients with real cancer were going to 
physicians in greater numbers than formerly, but it was clear that more patients 
were seeking advice for conditions that were precancerous. Dr. Joseph Colt 
Bloodgood, chairman for Maryland, said he was convinced that patients were 
going to physicians in larger numbers than formerly and that this was largely 
due to the efforts of the Society. 

The almost invariable answer to the second question was that the number of 
early cases seen by physicians was increasing. Dr. Robert B. Greenough of 
Boston answered emphatically in the affirmative and attributed the fact to the 
campaign which had been carried on by the Society. 

Question 3 was answered in each instance with the statement that there was 
an increasing realization of the,need of better information on the part of the pub- 
lic and physicians with reference to the prevention and cure of cancer. Dr. F. 
L. Hupp, of Wheeling, West Virginia, declared that the public was ‘almost 
demanding it.’ Dr. Alson R. Kilgore, of San Francisco, said that the public was 
definitely interested and remarked that the education of the medical profession 
was as urgently needed as the education of the public. 

The fourth question brought out an affirmative answer from all the corre- 
spondents. Dr. Edward H. Risley, of Waterville, Maine, said he believed that the 
Society had been exiremely helpful, but that the efforts would have to be con- 
tinued for a good many years. Dr. Wilbur H. Harris, of Toronto, Canada, 
replied that patients were consulting physicians in greater numbers than for- 
merly, at an earlier stage of their disease than previously, and that the Society 
should have the credit for this good result. 

In answer to the fifth and last question many of the correspondents gave 
specific instances of cases in which persons with definitely diagnosed cancer had 
been apparently cured as a result of the campaign which had been carried on 
by the Society. 


” 
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THE EVIDENCE OF THE VALUE OF EDUCATION 
IN THE CONTROL OF CANCER 


By JOSEPH COLT BLOODGOOD, M.D., BAttimorE, MARYLAND 


Associate Professor of Surgery, Johns Hopkins University, Baltimore 


prevention of cancer, up to the present time, have depended entirely on 

the education of the medical profession in the known and well-established 
methods of diagnosis and treatment, and the getting of correct information to 
the people on the earliest signs of cancer, so that, when warned, they will without 
delay seek examination and treatment from the best informed medical talent. 
When both the medical profession and the public were ignorant, cancer throughout 
the world was a hopeless disease. One has only to read the records of the great 
surgical pathologists—Billroth, Velpeau, Paget, Koenig, Gross, and Warren— 
to learn that before 1890, because of the ignorance of the public and the incom- 
pleteness of the radical operation by surgeons, cancer was rarely cured and was 
never prevented. 


4 re records of 36 years give ample evidence that the control, cure, and 


Between 1890 and 1goo the radical operation for cancer was practically devel- 
oped in all its details. Conspicuous in this period are the great improvements in 
gastric surgery originated by Billroth and carried on by the Mayos, Hartmann 
and others, and Halsted’s conception and execution of the complete operation for 
cancer of the breast. During this decade, up to 1goo, the dissemination of the 
details of the operative technique of the radical operation for cancer was very 
widespread, but the people were still ignorant. For this reason a marvelously 
conceived and a wonderfully executed bloodless dissection by trained surgeons, 
assisted by trained teams in well-equipped hospitals, rarely accomplished a cure, 
because the attack upon cancer took place in a late and incurable stage. 

Up to 1g00 the mental vision of operators was limited to diminishing the 
operative mortality and to eliminating wound infection. The operations were 
long and tedious. The extra energy was devoted to pathology. 

Between 1895 and 1900 the bookkeeping of the final results began. The 
surgeons could take pride in their low mortality and the disappearance of wound 
infection, but there was very little encouragement in the number of 5-year cures. 
When these 5-year cures were critically examined, many were found to be in 
borderline pathological processes, which we even then suspected might not be 
malignant. Those students who restudied their records with a magnifying glass 
found a few living patients, who proved to be bright lights pointing to the two 
great factors in the operative cure of cancer—the earliest possible intervention, 
and the anatomically complete operation, as based upon the knowledge of the 
pathology of the local growth and its possible local infiltrations. 








156 CANCER CONTROL 


The expressed opinion of the medical world today stands behind the statement 
which I repeat again: The cure of curable cancer depends upon two factors 
the earliest recognition, followed by immediate complete operation. The further 
development of the cautery as a substitute for the knife, or the introduction of 
X-rays and radium has not altered this opinion. 

I trust I shall never overlook an opportunity to record my thanks to Halsted 
and Welch and the environment of the Johns Hopkins Hospital and its pathologi- 
cal laboratory for the opportunities offered me for the study of the surgery and 
pathology of all the patients operated upon in the Surgical Department. 

In 1902 I made a complete study of every benign and malignant tumor 
treated in the Halsted Clinic at Johns Hopkins. In practically every case the 
ultimate result was known and the duration of the local disease. As the histories 
were very complete, we were able to study most of the factors as well as we can 
today. ‘These studies were published in mimeographed form and were used for 
teaching for almost ten years. 

In 1910 I made a second study of the same kind and was able to contrast the 
different factors which seemed to influence the percentage of 5-year cures. Thcse 
papers were read before the American Medical Association and published in its 
Journal. 

Up to this time, 1910, there was no united effort on the part of the medical 
profession as a whole to instruct the public on the necessity of the earlier inter- 
vention in malignant disease. Nevertheless, some correct information in regard 
to the surgical treatment of various diseases and the importance of having that 
operation in time was reaching the public. Most of the messages must have been 
transmitted by the conversational method. True, there was a great deal in the 
public press about appendicitis, and even a campaign of ridicule in Life on the 
unnecessary and costly operations. My studies in 1900 and 1910 showed a very 
rapid diminution in delayed operations for appendicitis and strangulated hernia; 
that is, the percentage of peritonitis due to appendicitis and gangrene of the gut 
in strangulated hernia, and peritonitis in its late stage from perforated gastric 
and duodenal ulcer, all showed a rapid decline. These almost invariably fatal 
complications of the primarily curable lesions are the results of ignorance and 
delay. 

As was stated before, there was in 1g00 some little evidence of improvement 
in the percentage of 5-year cures among the operable group of malignant disease. 
By 1910 not only this improvement was distinct, but also its factor, the short 
duration of the disease. 

In 1913, in the United States, the American Society for the Control of Cancer 
began its work of broadcasting the correct information in regard to cancer. 
Without much doubt the daily press and magazines have been the most helpful 
agencies in this attempt to educate the people with regard to cancer. In spite of 
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the influence of the war, my own studies of the statistics show continuous prog- 
ress. There was greater improvement between 1913 and 1915 than between 
1900 and 1913. Since 1920 the improvement has been so great and startling in 
those communities in which the educational campaign has been most intense that 
there can no longer be any doubt that until we find a specific cure or preventive 
for cancer, the only method of control is through the education of the public. 

Those who may now claim credit for this must remember that the demand for 
earlier recognition and operation for cancer is no new cry. ‘There have been many 
previous ‘‘ voices crying in the wilderness.”” John Hunter in the early 1800’s start- 
ed a society to educate the English in regard to cancer, but the mails were so 
slow that it was given up. It seemed that the cancer patients died before they got 
their letters. Snow, before 1890, wrote that the only cases of cancer of the tongue 
which could be cured were those in which the local lesion on the tongue was so 
small that it could be removed with a pair of scissors throughthe mouth. Johannes 
Hutchinson constantly wrote in his Archives of Surgery before and after 18¢o 
on the importance of earlier intervention in malignant: disease. All the older 
authorities seemed to appreciate that the duration of the disease was a distinct 
factor. They, however, exaggerated the factor of the pathological type of the 
malignant disease. Halsted, in his teaching, constantly referred to the importance 
of earlier recognition and treatment. 

It is a remarkable fact, and one not at all to the credit of the human intellect, 
that the medical profession kept this knowledge, which was essential to the life 
of their patients, largely concealed. As S. Hopkinson Adams said in 1912, the 
medical profession tried to educate the public secretly. Medical ethics, a strong 
weapon of conservatism, has been the greatest block to publicity. 

Let me give you some of my own figures, which picture with mathematical 
precision just what the publicity of correct information has accomplished in the 
control of cancer. I will compare the figures of the first decade, up to 1g00, with 
those since 1920. In general, inoperability has decreased from more than 50 
per cent to less than 10 per cent. ‘This gives at least 40 additional individuals out 
of 1co the chance of a possible cure. ‘There is no doubt but that when the com- 
plete operation is performed in earlier stages of cancer, even after metastasis 
has taken place, these patients will be spared the terrible punishment of local 
recurrence which may be just as painful and horrible as the primary inoperability 
due to the ignorance of delay. My own studies bring out this fact very clearly. 

In addition, X-rays and radium generally relieve and control the intense agony 
of metastasis about the spinal nerves. When the uninformed individual delays 
until that stage in which 50 per cent are inoperable, the chances of a 5-year cure 
of the remaining 50 per cent which are operable are less than 20 per cent; so that 
the curability in this late stage for all is less than 10 per cent. When the informed 
individual, with confidence in the medical profession, answers the message of the 
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easily recognized warning at once and seeks an examination from good medical 
advisers, the chances of malignant disease being inoperable and hopeless vary 
from 3 per cent to 1o per cent in the different types of cancer in the different 
localities. The chances of cure in the remaining group vary from 50 per cent 
to 100 per cent with the different types in the different localities. With these 
figures I am considering only cancer of the skin, oral cavity, breast, stomach, 
colon, rectum, uterus, and bone. 


SARCOMA OF THE BONE 


Since the results of the amputation of the extremities up to 1921 became 
evident in 1926, we are forcibly impressed with the fact that the widespread in- 
terest in bone tumors since the war has brought patients with sarcoma of bone for 
examination by the X-ray at so much earlier a period that amputation of the 
lower extremity now offers more than 30 per cent of cures, while in 1918 the per- 
centage of 5-year cures was less than 8. In the Johns Hopkins Clinic the first 
patients to live 5 years or more after amputation for sarcoma of bone entered the 
clinic in 1913. In the first 23 years there were but two 5-year cures. In each year 
since 1913, up to 1921, a period of only 8 years, the percentage of 5-year cures after 
amputation for sarcoma of bone of the lower extremity had increased from less 
than 8 per cent to more than 30 per cent. This improvement has not been influ- 
enced by radium, X-ray, or toxins. The only demonstrable fact has been that the 
parents of the child, or the adult, influenced by correct information which has come 
in various ways, have sought an examination very quickly after the first warning. 
The insignificant pain or tenderness, the slight swelling or limp, or the sudden frac- 
ture, immediately followed by the X-ray, has revealed the earliest bone lesion. 

Up to the present time, neither in the Codman series of the bone registry, nor 
in my own, has there been recorded an authentic case of a 5-year cure after am- 
putation of the upper extremity. But in the last 3 years in my own observations, 
5 examples of sarcoma of the bone of the upper extremity have come under ob- 
servation at so early a period that we have been able to resect. This had not 
happened before. These patients are living and may ultimately become 5-year 
cures (if the automobile permits). 

There is nothing more striking than this earlier recognition of all bone lesions. 
It is a progressive stage which can be explained only by the publicity of correct 
information given to a larger group of more intelligent people. 


CANCER OF THE BREAST 


Apparently there has been the greatest publicity of the facts in regard to 
breast lesions. There is no question but that the percentage of inoperability 
since 1920 in my clinic has reached about 5, while previous to 1900 in the Johns 
Hopkins Clinic it was more than 50. The proportion of malignant to benign 
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tumors in the group subjected to operation has changed from 80 per cent cancer 
and 20 per cent benign to about fifty-fifty. 

A new group has appeared, that of benign lesions in which operation is not 
indicated. ‘This has increased from less than 1 per cent to more than 60 per cent. 
In educating the public in any disease, we must reckon with this group, because 
the warnings of cancer are not different from those of the local lesions which are 
not cancer. This group increases, at least temporarily, our diagnostic difficulties. 
As the percentage of individuals of this class increase in any one clinic, so will 
decrease the proportion of hopeless cancer, and so will increase decidedly the 
percentage of 5-year cures of malignant disease by the complete operation. And 
there is no doubt but that there will be a great increase in the percentage of breast 
tumors which are not yet malignant. These early benign, but precancerous, 
breast tumors are rarely seen except in clinics in which the percentage of correctly 
informed individuals is very large. ‘These tumors can be differentiated only at the 
exploratory operation, and the final decision rests upon the microscopic study and 
properly stained frozen section. I have begun to appreciate this group most since 
1920, and I feel that we are justified in making the statement that these women 
are really protected from or cured of cancer by the removal of the tumor only. 

But this is not all of the good that has been done, or the lives that have been 
saved by the message to women. Paget and all who have observed his type of 
cancer, originating in the nipple and extending to the breast, knew, and know, 
that there has never been a recorded cure of Paget’s type of cancer, in the stage 
in which he described it, by the complete operation. I have observed from year 
to year a gradual improvement in cases of Paget’s cancer. When the lesion is 
seen early, while still confined to the nipple and axillary glands, the percentage 
of 5-year cures agrees with that of primary cancer of the breast: 70 per cent if the 
glands are not involved and 25 per cent if the base glands only are involved. But 
there is a still more important observation to record. Paget’s cancer, like cancer 
of the skin and of the mucous membrane of the mouth, never begins as cancer 
de novo, but is always preceded by a well-known and easily recognized precancer- 
ous lesion. On the nipple it is either first a wart or a keratosis, or a red granular 
area. This local lesion, if untreated, may ultimately develop into cancer. I now 
have a large number of patients in whom the local lesion has disappeared after 
cleaning with soap, water, and alcohol, and protecting with a vaseline or yellow 
oxide of mercury ointment. Then there are cases which either do not react to 
treatment or whose appearance indicates that it is too late to try such measures. 
When cancer is not definite, the lesion of the nipple, or the entire nipple itself, is 
excised with the cautery and a frozen section made. If there is no evidence of 
malignancy, the breast is saved. Paget’s lesion of the nipple which leads to cancer 
is of course a relatively small group. But correct information should save every 
one from cancer. 
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Therefore, our message to women should be: If you feel, or think you feel, a 
lump in the breast, or if you notice the slightest irritation of the nipple, see your 
medical adviser at once. 


CANCER OF THE CERVIX AND UTERUS 


My experience here is more recent and much less extensive than with the 
breast, oral cavity, bone, stomach, colon, and rectum. Nevertheless this expe- 
rience and the literature seem to indicate that the correct message of the medical 
profession either has not reached the women of America, or, if it has been re- 
ceived, false modesty or some other factor may explain their delay. 

The development of cancer of the cervix to a hopeless local condition may be 
so rapid that a few months’ delay after the warning of an unusual discharge or its 
reappearance after the menopause may spell disaster. My recent experience com- 
pels the conclusion that the best protection from cancer of the cervix for women 
who have borne children is the immediate repair of all injuries of childbirth, and 
periodic examinations. 

In spite of the great promise of radium, and the fact that radiation offers pal- 
liation when cancer of the cervix has extended beyond any possible operative 
removal, the percentage of 5-year cures has been little affected except in early 
cases which have been brought under observation by education. The publicity 
given to radiation for cancer of the cervix has been so much greater than the pub- 
licity for cancer in any other locality that we should expect far better results. 
It is this evidence which leads me emphatically to favor periodic examination. 


CANCER OF THE SKIN 


The development of inoperable or incurable cancer of the skin is entirely due to 
ignorance, which leads to delay in the proper treatment of a definite skin lesion. 

At the present time it seems less difficult to educate the public to seek an 
examination for a congenital or acquired skin defect in ample time than to teach 
the medical profession what skin defects should be removed. Again, my observa- 
tions show that many surgeons do not realize the danger of the incomplete re- 
moval of an apparently innocent skin lesion. Education of the public and of the 
profession has already profoundly reduced the number of deaths and of unsightly 
deformities due to neglected or improperly treated cancer of the skin. Through 
the education of the public and the profession, cancer of the skin can be eliminated 
from the mortality sheet of the Census Bureau. 


CANCER OF THE ORAL CAVITY 


My studies here have been continuous for years, and very extensive. No group 
shows better the good influence of the education of the public and the profession. 
In my records, the figures are even better than those for the breast. 
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When we compare the character of the local lesions of the mouth observed 
before 1900 with those since 1920, we find that inoperability due to a hopeless 
local growth has decreased from more than 50 per cent to less than 10 per cent. 
Early cancer of the oral cavity, with the possibility of cure in 70 per cent or more, 
has increased from less than 3 per cent to more than 6oper cent, while late cancer, 
still operable, with the possibility of cure of less than to per cent, has decreased in 
proportion. Lesions of the mouth that are not malignant, whether distinctly 
precancerous or not, have increased from less than 3 to more than 60 per cent. 

The factors which lead to a lesion which may produce cancer in the oral cavity 
are now known and accepted. Through education these factors can be removed 
and controlled: ragged, dirty teeth; the irritation from excessive use of tobacco, 
and the pressure of ill-fitting plates. I am confident that periodic examinations 
of the teeth and mouth by well-informed dentists will absolutely protect from 
cancer of the mouth, as well as from many other serious diseases whose portal 
of entrance is through root abscesses, pyorrhoea and other lesions of the mouth and 
teeth. This message I have given to the people and to the medical and dental 
professions for years. 

I have one new message, the importance of periodic X-ray films of the teeth 
of all adults over 45 years of age who have pyorrhcea, especially of those who are 
users of tobacco; also the danger of carrying restoration of, or over, the remains 
of teeth too far. Complete extraction and properly fitting plates are a very 
safe substitute for any type of restoration. I believe that it is the duty of the 
two professions to popularize plates as against bridge work and a continuous 
tinkering with pyorrhoea. 


CANCER OF THE STOMACH, COLON, AND RECTUM 


The evidence of improvement is but slight in this group. There is only one 
explanation. Abdominal symptoms, which may be grouped under the term 
“indigestion,” are a common human ailment, and the warnings of this simple 
indigestion are not in the beginning different from the warnings of the indigestion 
which precedes cancer. Then again, the examination is more costly in time and 
instruments of precision. No examination of the abdomen is complete without 
the use of X-rays (both fluoroscopic and roentgenographic), proctoscopic inspec- 
tion, and gastric analysis. 

My recent studies, since 1920, have shown a great diminution in the percentage 
of inoperable cancers of the stomach, colon, and rectum. ‘The educational in- 
fluence has increased the operable group, but has not as yet had much influence on 
the percentage of 5-year cures. 

The number of persons in the United States who are being given a complete 
gastro-intestinal study in the private and public clinics is very large, and has 
increased rapidly since 1918. But the majority of these people have suffered for 
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months or years without such an examination, so that if the lesion responsible for 
their symptoms is, or has become, malignant, the chance of a cure has passed or 
is greatly reduced. We must attempt, in our educational effort, to influence this 
group, who are now crowding our gastro-intestinal clinics, to seek this thorough 
examination earlier, as a first resort, and not later, as a last resort. There is no 
doubt that, as periodic examinations of adults become more general, cancer of 
the colon, stomach, and rectum will be more frequently recognized in the operable 
and curable stage. 
DISCUSSION 

Dr. A. C. SrRACHAUER, Minneapolis: Dr. Soper stated in his paper that the 
American Society for the Control of Cancer was started thirteen years ago. In Minne- 
sota we have been carrying on educational campaigns from the time of the organiza- 
tion of the Society. Various methods have been employed, inclucing public lectures, 
lectures before the annual dental conventions, nursing conventions, public health 
demonstrations, and post-graduate courses of instruction at the University for practi- 
tioners. We have given as many as fifty lectures throughout the State in the course 
of a single year’s campaign. 

As a result of this educational work, patients are coming earlier and earlier to the 
individual physician, to hospitals, and to the cancer institute. Within the last month 
a woman consulted me on the discovery of a slight dimpling in her breast. No lump 
had been found and it was only by the most painstaking palpation that a slight indu- 
ration under the dimpling could be detected. A biopsy showed the presence of cancer. 
On questioning, the patient stated that she had read in a popular magazine that 
dimpling of the breast was suggestive of cancer or tumor. This is only one case from 
among many. Surely, results as demonstrated by this case are worth working for, 
and Minnesota owes the American Society for the Control of Cancer a great debt. 

In making our effort to educate the people to request early examinations we found 
that we had no special facilities for caring for them. To meet this need the Citizens’ 
Aid Society of Minneapolis made the University of Minnesota a gift for the erection 
of a 50-bed cancer hospital with complete equipment for the diagnosis and treatment 
of cancer, including a deep X-ray therapy outfit and a little less than a gram of radium 
in both the salt and emanation apparatus. This equipment includes an endotherm 
knife which has given good satisfaction and which we find very valuable in certain 
conditions. 

The Minnesota Cancer ‘Institute is an integral portion of the hospital system of 
the medical school and enjoys the ideal status referred to by Dr. Welch, of Johns 
Hopkins, in his discussion. Accessibility to the general facilities of the entire medical 
school, to the scientific departments of the university at large, and to the services of 
the medical school hospital system and administration is afforded by this arrange- 
ment. I am pleased to state that the collaboration thus made possible is proving 
very satisfactory. The Institute has its separate staff of surgeons on continuous service; 
has its own pathologist and pathologic laboratory and a full-time physicist. 

The Institute is intended primarily for the care of persons afflicted with cancer. 
Its next purpose is for the dissemination of educational facts, and while a considerable 
amount of research can be carried on, a separate establishment for this latter phase 
of the problem is hoped for in the near future. 

It is my belief that if the medical profession will wholeheartedly co-operate and 
participate in the campaigns for the control of cancer, as a result of such education 
every state in the Union can be provided with similar institutes and that funds will 
be forthcoming from private sources or from state appropriations to build them. 
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Dr. WiLL1AM S. Stone, New York City: I am sure that we are all impressed with 
the importance of this Symposium, and are anticipating much that must follow these 
discussions of the educational efforts which this Society initiated and has already 
carried out so successfully during the past few years. 

In order to make this work more effective in the future, however, it may be helpful 
to review briefly some of the results which have already been obtained, and to suggest 
wherein our educational work has, perhaps, in a measure failed. For this purpose, 
therefore, it may be of value to give some observations which have been made in the 
admission department of the Memorial Hospital during the past decade. 

The marked increase in the number of applicants has a special significance in 
showing a decided change of attitude on the part of both the public and the medical 
profession toward a hospital devoted entirely to the study and treatment of malignant 
diseases. The improvement in the larger number of cases with earlier lesions demon- 
strates this change of attitude more than the increase in the total number. In this 
direction the sympathetic attitude of the public has increased faster than that of 
the profession. 

A most encouraging sign of progress is in the number of patients, especially during 
the past two years, who have presented themselves, either on their own initiative, 
from their knowledge acquired from the public press, or by recommendation of the 
friends and relations of old patients of the hospital. 

At the present time a palliation may be expected in the majority of instances, 
but the curable cases are still few. The surgeon rarely refers a case until after an 
operation has been performed, and there is still considerable delay in referring patients 
with recurrences. 

The most satisfactory evidence that our educational efforts are becoming productive 
is the increasing number of patients who have applied during the past year to ascer- 
tain if they have a cancer. The largest increase of applicants has been among those 
with skin affections, a class of cases which presents an increasingly important problem 
because of the large number with moles, birth marks, etc., about which there is still 
so much confusion in our knowledge of their nature and importance. Nothing illus- 
trates better our increasing responsibilities in diagnosis and treatment. 

Of the so-called major tumors, the results of public education have been best 
shown in the rapidly increasing number of women who present themselves with lumps 
in the breast, anxious to know if these lumps are malignant, or if they will become so. 
The majority of them, of course, are benign, but here again the importance of accurate 
diagnosis and sound advice is offering a serious problem. 

Public education has apparently not progressed so far as it should in acquainting 
women and the profession with the facts relating to uterine cancer. It seems as if 
this were a field in which our educational efforts might be made most productive. 
Early and curable cases with this disease are still very few, and apparently for the 
following four reasons: (1) the tradition among women that irregular uterine bleeding 
during the fifth and sixth decades is a normal manifestation of the “change of life”; 
(2) the fear of an operation; (3) the still frequent failure of physicians to make a pelvic 
examination of their patients who give symptoms of uterine disturbance at this period 
of life; (4) the fact that uterine cancer gives no characteristic symptoms until it is 
well established. 

It would seem, therefore, that, in addition to giving lectures on cancer in general, 
special lectures ought to be given upon the individual organs and the special condi- 
tions in those organs from which cancers arise. In fact, a special campaign at the 
same time all over this country, directed to women for the purpose of acquainting 
them with the actual facts aout uterine cancer, cannot help but materially and imme- 
diately reduce the mortality from this disease. It is a curable cancer, curable by 
radium as well as by an operation, and why not tell women that fact? It appears to 
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be the most fertile field for our educational work, and why not make it, for a time, 
the chief field for our endeavors? 

Finally, along with our efforts to educate the public relative to the curability of 
the disease in its early stage, the profession must meet the problem of the difficulty 
of diagnosis in the early stages. Even if periodic examination becomes a custom— 
and it certainly should become such—the problem of early diagnosis and proper treat- 
ment only become to us matters of increasing importance. The entire problem appears 
to be an institutional problem, which can be best solved in a cancer hospital, unless 
in a general hospital a cancer unit is maintained with all the equipment and co-opera- 
tion which a modern cancer hospital can offer. 


Sir Joun BLanpb-Sutton, London: As an illustration of the progress that has been 
made, I should like to speak of cancer as it was taught to me, as compared with the 
way in which it is taught today. We used to hold consultations as to whether an 
operation was justifiable or not. If there was any doubt, all the consultants advised 
waiting until the lymph glands became involved, and that signified hopelessness. I 
have often heard a man reproved for operating before the lymph glands were involved. 
I merely want to emphasize the difference among surgeons as recently as 1884 and today. 
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THE PREVENTION OF CANCER 


By JAMES EWING, M.D., New York City 


Professor of Pathology, Cornell University; Director of Cancer Research, Memorial Hospital, New York City 


N the control of cancer, prevention must eventually play a prominent réle. 

Although a great body of clinical information shows that many forms of 

cancer are due to preventable causes, there has been little systematic effort 
to impress this fact on the medical profession or to convey it to the public. Yet, 
in spite of inspired surgical statistics and the ambitions of radiotherapy, the death 
rate remains without appreciable change. Early cancer is often a very difficult 
therapeutic problem. The major forms of cancer when fully established carry a 
very high death rate. Advanced cancer is likely to long remain an unsolved 
problem. 

There are many reasons for the current neglect of the prevention of cancer. 
Many forms of the disease, especially those to which Cohnheim’s theory applies, 
are not preventable. But these need not concern us now, and fortunately the 
major forms of cancer are not of this class. Even in this extensive group of cases 
chronic irritation probably acts as a very frequent exciting factor. There is 
much evidence to show that the great majority of tissue rests remain quiescent 
until excited to growth by some form of disturbance in circulation and nutrition. 
The doctrine of tissue predisposition, in its various forms, becomes less and less 
satisfactory, the more carefully we investigate the exact conditions of origin of 
the major types of cancer. 

Another obstacle is the general assumption that cancer is the result of heredi- 
tary tendencies which express themselves in the so-called spontaneous outbreak 
of the disease. One need not depreciate the importance of the experimental 
evidence regarding hereditary factors in cancer in order to remove this hindrance 
to the prevention of the disease. The importance of heredity must be accepted 
in a considerable list of less frequent forms of cancer, as recently enumerated by 
Wells. One may cheerfully accept all the data secured by Slye and others re- 
garding the influence of heredity in mouse tumors, intensified by selective breed- 
ing, and still see that the hereditary tendency is not the disease itself, that the 
usual exciting factors must be brought into play, and that in hereditarily predis- 
posed subjects the preventable factors may be successfully excluded. 

It appears that the human race enjoys a general susceptibility to the disease, 
which, however, rarely expresses itself unless extraneous exciting factors are brought 
into action, while the hereditary tendency may be present to an extreme degree 
without result unless some of these factors are at work. Nevertheless I do not 
believe that heredity can be dismissed from practical consideration in the origin 
of cancer. It is probably sound advice to offer the public, that when there is a 
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strong tendency to cancer in the family the members of that family may well 
take unusual precautions against the disease. Nothing in the genetic study of 
cancer seems to justify the general interdiction of intermarriages among such 
families. It is important to remember that individuals inherit the family habits 
and environment of their forebears, and that these factors may explain some of 
the observations suggesting an influence of heredity. 

Another far more serious obstacle is the widespread assumption of the parasitic 
theory of the origin of cancer. If cancer is due to the action of an unknown, 
microscopic, perhaps ultramicroscopic, universal parasite, then effectual pre- 
vention must wait upon its discovery. At the present day; I have no hesitation 
in committing myself without reservation against this theory. With most general 
pathologists, I regard it as incompatible with the known facts about cancer. The 
assumption of a universal cancer parasite can be held only by those who assume 
in addition that cancer is a single disease, comparable to syphilis or tuberculosis. 
This assumption appears to be untenable. Cancer is not a single pathological 
entity, but a great group of diseases, of very varied origin and course. Virchow di- 
vided biological processes into three grand classes: normal growth and functional 
changes, inflammation, and neoplasia. Neoplastic reaction of tissue cells is compa- 
rable toinflammatory reaction. There are about as many neoplastic diseases as in- 
fectious diseases, and no more reason for assuming a single origin for the one than 
for the other group. If there were less anticipation of the imminent discovery of 
the universal cancer parasite, fewer announcements of its demonstration, and 
more recognition of the specific exciting factors in cancer, the cause of cancer 
control would be benefited. 

Finally the chief difficulty in arousing interest in the prevention of cancer is 
found in the necessary absence of immediate tangible results. Since the major 
forms of cancer are largely the result of human habits and bad habits, a certain 
intelligent reformation of the habits of the race must be accomplished before 
cancer prevention can show very tangible results. There is all the more need 
of approaching the subject with a sane systematic program. 

A rational basis for the prevention of cancer lies in the fact that the major 
forms of the disease are due to some form of chronic irritation. It is a sane and 
profitable and yet tedious occupation, that has long been pursued, to investigate 
these chronic irritations that lead to cancer. While in many instances, we have 
rather accurate information regarding them, in many other conditions our 
knowledge is very unprecise and even impressionistic. Generally the knowledge 
is based on clinical observation, but in some cases it is supported by experimental 
data, while in others there is hardly any real information available. 

In the intelligent treatment of precancerous diseases and precancerous lesions 
the medical profession is daily performing a service of great importance in the 
prevention of cancer. The list of these conditions is very long and their signif- 
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icance generally well organized. Yet in all the medical specialities this service 
is often very defective, and there is little doubt but that much more could be 
accomplished if the education of physicians was made more specific regarding 
the dangers of these conditions when untreated. I mention only two cases in 
which the deficiencies are most notable: the removal of pigmented moles to pre- 
vent melanoma, and the drainage of the infected antrum to prevent cancer of 
the antrum and nares. All types of chronic infections and irritations should be 
scrutinized carefully for their possible relation to cancer. 

Among preventable cancers the most obvious is the intra-oral group. It has 
long been known that cancers of the lip, mouth, tongue, and tonsil are due to bad 
teeth, tobacco, and syphilis, and the importance is, I think, in the order named. 
Experience in a large clinic for these diseases reveals, on the average, an astonish- 
ing degree of irritation due to these factors. Broken, decayed, and projecting teeth 
continually tear the adjacent mucosa. Sound teeth slightly out of alignment, but 
with sharp edges, are often responsible. Pyorrhoea often adds an effective irri- 
tant, especially in cancer of the floor of the mouth. Elaborate plates containing 
various metallic alloys are particularly irritating to some mouths. 

The public and the dental profession should be made fully acquainted with the 
dangers of all these conditions, and the dental profession should be urged to take 
a lively interest in the necessity of buccal cleanliness and sound dentistry for the 
avoidance of buccal cancer. 

Cancer of the lip is nearly always caused by the irritation of tobacco but a 
prominent predisposing factor is seborrhoeic dermatitis and inflammation of the 
vermilion border. Small indurated infiltrating cancers develop at points of 
mechanical irritation or at fissures of the lip, but seborrhocic dermatitis gives 
rise to broad flat cancers, which develop and extend sometimes very rapidly. Wide 
provision and use of free dental clinics would aid in the reduction of buccal 
cancer. The use and especially the abuse of tobacco must be charged with a large 
share in the production of intra-oral cancer as well as of cancer of the larynx 
and probably of the cesophagus. With many other observers, I believe it is the 
main cause of leucoplakia. Its effects may continue long after the cessation of 
the tobacco habit. It is particularly effective when combined with bad teeth 
and infection. A large proportion of buccal cancers arise in tobacco users who 
have bad teeth and ill-fitting plates and dental bridges. When ‘white spot 
disease”’ arises in such a subject it is difficult to prevent the eventual outbreak 
of cancer, so that these conditions should be corrected before a serious situation 
develops. One may hardly aim to eliminate the tobacco habit, but cancer 
propaganda should emphasize the danger signs that go with it. 

Syphilis occurs in a high proportion of lingual cancers, but it appears to be less 
serious in itself than the other exciting factors, bad teeth, infections, and tobacco. 
It becomes much more serious when combined with these chronic irritants. 
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Chronic infections, when established in the mouth, base of tongue, and ton- 
sils of subjects with bad teeth, with or without the irritation of tobacco and 
the scars of syphilis, are very important additional exciting factors of cancer in 
all these regions. To combat these infections and general buccal uncleanliness 
I have ventured to recommend a very simple remedy, namely, the regular use 
of soap gargles, and I am quite serious in making this recommendation. In 
spite of many formidable efforts, no discovery of an effective buccal bactericidal 
agent has ever been made. Buccal uncleanliness is responsible for so many 
diseases that one may well add to current cancer propaganda the old French 
proverb, La mort entre par la bouche. 

Cancer of the external genitals in both sexes is nearly always traceable to 
various forms of uncleanliness of these organs. Circumcision would reduce the 
incidence of cancer in the male about 2 per cent. It is not improbable that this 
simple operation would also reduce the incidence of uterine cancer. Cancer of 
the uterus is distinctly less frequent in Jewish women than in some other races. 

In the origin of cancers of the skin predisposition plays a large part. The 
predisposing factors are found in an abundance of suppressed hair follicles which 
give rise to many rodent ulcers; in the special sensitiveness of certain skins to 
the effects of wind and sunlight (seaman’s skin, xeroderma); in the overdevelop- 
ment of sweat and sebaceous glands in persons with oily skins (seborrhceic 
dermatitis), and in the occurrence of congenital pigmented moles. None of these 
predisposing conditions are very obscure or beyond the comprehension of a 
layman. With all of them the factor of chronic irritation in some form is gen- 
erally necessary for the outbreak of cancer. 

Persons with oily skins and heavy growth of coarse hair should know that 
vigorous and frequent scrubbing with soap and water are required to rid the 
skin of accumulating secretions. The small persistent nodules in the skin which 
mark the beginnings of basal cell carcinoma should be recognized and treated 
early before they become true cancers. The scaly spots and keratoses which 
appear at many points on the hands and face of persons with sensitive skins 
should be regarded with suspicion and treated with care. 

Only a small proportion of brownish spots or moles in the skin are known 
to be dangerous. These are almost invariably marked by certain characteristics. 
They are located in positions where they are exposed to friction and injury, as 
along the neck, on the face, and especially on feet and toes, where they are 
generally overlooked. A very dark color is a suspicious sign. Any definite sign 
of growth calls for immediate attention. A warty character with growth of hair 
is sometimes, but not always, of serious moment. The free excision of all sus- 
picious moles presenting any of these characters, and of all pigmented moles in 
exposed situations, would greatly reduce the incidence of fatal melanoma. All 
physicians should know that some melanomata are not pigmented and that the 
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initial treatment of every cancer of the skin should be undertaken with a lively 
sense of responsibility. 

Cervical uterine cancer is another form of the disease which is largely pre- 
ventable, but the difficulty of applying our knowledge of its causes is much 
greater than with intra-oral disease. 

The main factor in the causation of cervical cancer is the presence of cervical 
lacerations, especially neglected ones. All statistical reports agree that cervical 
cancer is far more frequent in child-bearing women than in nullipare, and close 
clinical observation shows that neglected chronic endocervicitis precedes the dis- 
ease in a great majority of cases. One has to admit that precise knowledge of 
the character of the inflammation or infection makes little difference, so long as 
there is established an interrupted healing process in cervical erosions and lacera- 
tions. Chronic arteritis is said to be a contributing factor, and a syphilitic 
element is often overlooked. 

Since early cervical cancer gives no specific symptoms, one cannot here rely 
upon early diagnosis. Cancer propaganda has brought many women to the 
surgeon and radiologist in earlier stages of the disease but has not greatly reduced 
the mortality. 

There are two resources available, the insistent repair of cervical lesions after 
childbirth, and periodic examinations, during and after the child-bearing period. 
Since cervical cancer develops abruptly, and advances to a serious condition in 
many cases within a few weeks or months, these examinations must be made 
at least every six months, in suspicious cases, and once a year in others. 

The practical difficulties of instituting such measures for the general popula- 
tion are very great. A free clinic for the diagnosis of cancer of breast and uterus, 
established some years ago in Philadelphia, was soon abandoned from lack of 
attendance. Greater care on the part of obstetricians and gynecologists, and 
systematic education of women themselves regarding the causes and signs of the 
disease and the necessity of local cleanliness are required before the prevention 
of uterine cervical cancer can be made to tell against the high mortality of this 
disease. 

A particularly pernicious belief widely held among women of all classes is 
that bleeding often marks the onset of the menopause. More often it is the 
signal of well established and ulcerating cancer. 

Endometrial cancer is referable to so many different factors that any plan 
of prevention seems to be out of present reach. . 

(Esophageal cancer has a mortality of 100 per cent and an early diagnosis 
can hardly render these cases susceptible of cure by any method. In the exten- 
sive statistical study of Berencsy and Wolff at Budapest, oesophageal cancer 
stood fourth in order of frequency. Is there any basis for the prevention of this 
condition? 








170 CANCER CONTROL 


The importance of congenital diverticula and short blind sacculi in the ori- 
gin of oesophageal cancer has been pointed out by Heller, Ritter and Glinski, 
and others, but these canals occur mostly at the level of the cricoid, while Kraus 
found only 158 cancers at this region to 699 in the middle and lower thirds. 
The islands of mucous glands interrupting the squamous lining are most fre- 
quent in the cricoid region. While a certain proportion of cancers may be referred 
to these abnormalities, and to constrictions from disease of trachea and bronchi, 
the great majority of cases exhibit none of these predisposing factors and the 
disease must be assigned to chronic irritation. From personal contact with a 
large number of these unfortunate subjects, I have been impressed by the 
obvious sources of chronic irritation which they usually present. The same 
conditions in the mouth that lead to buccal cancer are often found in cesophageal 
and gastric cancer. Alcohol, tobacco, and the bolting of hot, irritating, imper- 
fectly masticated food must be regarded as highly important in the causation 
of oesophageal cancer. ‘To preach to the public the correction of such habits and 
conditions seems to be the sole method of attack on this very frequent malady. 

Of the causes of gastric cancer, many would say we know nothing. Assigning 
5 to 10 per cent of gastric cancers to gastric ulcers, the excision of ulcers may 
be given credit for the prevention of a small proportion of cancers, but at the 
cost of considerable mortality. 

Experienced clinicians point out that gastric cancer arises in two types of 
subjects, one with an athletic stomach, the other with an irritable stomach that 
has long given trouble. Heredity may play a part in gastric cancer, probably 
as much through the inheritance of dietary habits as from any intrinsic tendency 
toward cancer. Yet Sir Berkeley Moynihan is quoted as stating that Napoleon, 
the great example of hereditary gastric cancer, did not die of this disease. 

To assert that gastric cancer is mainly due to abuse of the stomach is perhaps 
without adequate scientific basis, but this opinion is strongly supported by what 
we know of the beginnings of gastric cancer, its chief location in the pyloric re- 
gion, and the dietary habits of the majority of the subjects. Man is the only 
animal who lives a long natural life with unrestricted access to unlimited quan- 
tities of food, and he is the only animal who suffers from gastric cancer. Habitual 
overeating is a nearly universal human practice. 

The beginnings of gastric cancer have been best revealed in the study of 
Verse, who in 20,000 autopsies at Leipzig found 12 early unrecognized gastric 
cancers. ‘They were all small adenocarcinomatous elevations with slight erosion 
and infection, lying in the pyloric region in stomachs which showed general 
signs of catarrhal inflammation. 

The study of the history of gastric cancer reveals as a rule somewhat intan- 
gible evidence of definite gastric abuse, but in a great many cases the abuse 
had been obvious. 
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We are probably in a safe position to point out to the public that the com- 
monest and one of the most fatal forms of cancer is due to habitual abuse of 
the stomach. In a large proportion of the more intelligent classes such a dictum 
might not be without tangible results. 

Cancer of the rectum stands fifth or sixth in order of frequency. If one 
chooses to urge constipation as a cause of cancer, he should reserve it for the 
rectal disease. Here again one encounters a complex field because of the numer- 
ous anatomical conditions that predispose to cancer, probably through inter- 
ference with the normal and complete evacuation of the organ. The normal 
septa uf the rectum may be exaggerated. There may be abnormal epithelium- 
lined canals leading from the rectal mucosa. A variety of diseases and abnormali- 
ties of the tissues and organs about the rectum may interfere with its mobility. 
The anal region is of necessity predisposed to uncleanliness and to a variety 
of saprophytic infestations and bacterial infections which may readily pass the 
anal sphincter. With this series of predisposing factors it is not unreasonable 
to assume that chronic constipation often adds the decisive factor in producing 
rectal cancer. While present data do not seem to warrant us in attributing the 
majority of rectal cancers to chronic constipation alone, it is safe to urge that 
this condition should be avoided for the direct purpose of preventing cancer. 
The rectal and intestinal cancers of young adults seem referable to other and 
uncontrollable factors. 

Mammary cancer has appeared to be far beyond the reach of effective pre- 
vention. Chronic mastitis is known to be the main predisposing condition but 
so many cases of cancer arise without pronounced chronic mastitis and so many 
others arise in very early stages of mastitis that this theory alone has been 
inadequate to explain the frequent incidence of cancer. I believe, however, that 
mammary cancer practically never arises in a previously normal breast, but 
always in an organ altered by involution or inflammation. Many cancers arise 
from the sweat glands of the breast and here the causation is probably some- 
what different from that of the common duct cancer. The sweat gland cancers 
usually appear near the axilla or near the skin and they are particularly frequent 
in subjects with oily skins and marked development of the sweat glands of 
the body. 

Many observers have pointed out the prominence of stagnation of secretion 
in the cancerous breast, and Keynes has emphasized the part played by stagna- 
tion in chronic mastitis. Cheatle also has emphasized the importance of chronic 
irritation by retained secretion in the development of cysts and periductal fibrosis 
in chronic mastitis. 

From the dissection of many cancerous breasts I have long been impressed 
by the evidence of stagnation in the ducts leading from the cancerous area, but 
it must be admitted that in many breasts, especially atrophic organs, the gross 
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evidence of stagnation has not been clear. Yet in the earliest case of breast 
cancer that I have seen, 2 mm. in diameter in a girl of 21, the infiltrating fully 
developed cancer surrounded a single duct distended by secretion. 

This entire question has been greatly illuminated by Bagg, who has produced 
mammary cancer in mice by withdrawing the young at birth and causing stag- 
nation of milk in the ducts and acini. Ina strain of mice found for many years to 
have a low natural incidence of cancer, he produced cancer in 85 per cent of the 
animals by breeding them rapidly, and withdrawing the young at birth. The 
tumors developed at a very early age, after the third or fourth litter. They ap- 
peared suddenly at one or more points in the system of ducts, recurred after re- 
moval, and killed by metastasis. Ligation of the ducts along one side of the animals 
was followed by cancersin the breasts of that side but not in the nursed side. This 
contribution is the first experimental production of a major form of cancer by a 
method which probably duplicates that occurring naturally in human beings. 
Overnutrition and excessive functional stimulus of both breast and ovaries prob- 
ably occupy the stage with stagnation in these experiments, but there can be 
little doubt that stagnation is the prime factor. 

Adair has pursued the factor of stagnation in the human breast as a cause of 
cancer. In 200 mammary cancer subjects taken at random only 8 per cent gave 
a history of approximately normal lactation. In several cases cancer appeared 
in a breast which for some reason was not nursed, while the other breast escaped. 
In many cases retracted or inflamed nipples were the cause of failure to nurse. 

An astonishing amount of inspissated or puriform material can be drawn from 
many cancerous breasts by the breast-pump. Extending the observations to 
chronic mastitis, Adair finds that most breasts with chronic mastitis yield con- 
siderable, or large, amounts of secretion, often inspissated, upon the withdrawal 
of which, under massage and heat, the indurated nodules and cysts often complete- 
ly disappear. 

We have thus clinical, anatomical, and experimental data indicating that 
stagnation of secretions is a prime factor in the causation of chronic mastitis and 
mammary cancer, and a basis is thus laid for the hygiene of the breast and the 
prevention of mammary cancer. 

In what form this information should be given to the public is a matter for 
cautious consideration. The subject has many ramifications. The following 
suggestions seem to me conservative. The breast does not always take care of 
itself but must often be taken care of by patient and physician, instituting a sys- 
tematic hygiene of this organ. Young women with a tendency to chronic mastitis 
should be treated with the object of draining the breast of retained secretions. 
The practice of early and abrupt weaning of infants should be scrutinized from 
the point of view of its probable relation to mammary cancer. Congenital or 
acquired inflammatory conditions of the nipple which interfere with drainage and 
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nursing should be corrected. The element of stagnation should be more promin- 
ently considered in future studies of the causation and course of chronic mastitis 
and mammary cancer. 

DIET AND CANCER 

The semimedical literature of the day abounds in advice for the avoidance of 
cancer by dietary and hygienic measures. One of the largest sellers among recent 
books laid the whole blame for cancer upon constipation. The public should be 
informed that there are no panaceas of this sort. No particular type of diet has 
any known influence on the incidence of cancer. On the other hand, one may 
preach without limit moderation in all things, sane and simple living, and minute 
attention to the general hygiene of the organs. The advantage of physical exer- 
cise may perhaps be recommended as tending against the development of cancer. 
Siversten and Dahlstrom have collected rather impressive evidence to show that 
muscular activity reduces the incidence of cancer. 

The predominance of cancer at advanced ages, while a fact, has probably been 
overemphasized. The malignant tumors of children are numerous, very diverse, 
and rather inexpertly handled by the medical profession. Sarcomata and some 
embryonal cancers are very common in the first decade, and both cancer and 
sarcoma occur frequently in the second decade. When they do occur at these 
early ages, they are generally unsuspected, diagnosis and treatment are met by 
unusual delays, and prevention is never considered, all because youth is assumed 
to be immune to cancer. 

I have thus reviewed the causes of some of the major forms of cancer with the 
main object of pointing out the fact that these exciting factors are generally of a 
simple nature, and such that their presence and mode of action may readily be 
understood by the public. Most of the material reviewed belongs to the old, well- 
attested knowledge of these diseases. Will the public receive information regard- 
ing the prevention of cancer? There is every indication that they will. The public 
consumes an enormous quantity of misinformation and near-facts regarding 
health culture and popular hygiene. I find a very general complaint among educat- 
ed classes that sound information and advice are very difficult to secure. The 
atmosphere of indelicacy, once so pronounced, has largely disappeared from the 
discussion of cancer. The results of the campaign for the early diagnosis of cancer 
show that the public will listen and heed, if plainly addressed. They are bring- 
ing their early or supposed cancers to the doctor, although deterred by the fear 
of an evil pronouncement. It is sound psychology to suppose that they will 
grasp more eagerly at knowledge that may prevent the onset of a dread disease. 
Yet I fear too much should not be expected from any effort, however extended, 
to acquaint the public with these facts and to get them to act upon them. It 
requires more than average intelligence to accept and act upon advice which 
entails somewhat minute attention to one’s organs. It also requires time and 
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some means. Thus, when the means of prevention of cancer become widely 
known, cancer may become the eliminator of the unwary, the unintelligent, and 
the unfit. 

However much or little cancer prevention may accomplish, it appears more 
more and more evident that early diagnosis alone is not capable of accomplishing 
the desired reduction in the death rate. Every experienced observer knows that 
the patient coming with an early diagnosis all too often fails completely of a cure. 
The list of cancers incurable from their first recognizable beginnings is a long one. 
The experience of patients accomplishing a cure of early cancer is generally a 
severe one, while the fate of the failures is passed over in silence. The public 
know these facts and therefore any plan of squarely meeting the problem of can- 
cer control must eventually lean heavily upon cancer prevention. 

Finally I think it should be frankly recognized in all public propaganda that 
the intelligent use of all present knowledge of prevention, early diagnosis and 
modern treatment, will still leave cancer the greatest of all the natural hazardsin 
the adventure of living. The causes and conditions of benign or malignant tu- 
mors are almost innumerable. Who can seriously doubt that this group of diseases 
will for many decades, perhaps for centuries, take its heavy toll? 

If these considerations are at all sound, then the effective organization of 
cancer research and education, in all their phases, becomes one of the first re- 
sponsibilities of modern society. 
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DISCUSSION 


Mr. W. Sampson HANbLEY, London: Dr. Ewing’s paper deserves more attention 
than can be given to it in one hearing, and so I can make only a few disconnected 
remarks. He asked me to be severe in my criticism and, indeed, said in effect to me, 
like Balak to Balaam, ‘Curse me this paper.” But I cannot conscientiously do so, for 
I agree with all its main conclusions. 

I think Dr. Ewing might have emphasized the dangers of moles more specifically; 
there is no doubt but that one of these little dark spots does occasionally become a 
malignant tumor and often because it has been touched up with a caustic. People 
should know that if their moles enlarge or bleed or are subjected to constant irrita- 
tion, then it is best to remove them. There are two methods of dealing with a mole; 
leave it alone or completely excise it: the fatal thing is to irritate it. 

Dr. Ewing deprecated the factor of heredity in human cancer; I believe it is of 
mihor importance. It has been enormously increased in Maud Slye’s experiments 
upon the mouse, but her results cannot be applied to human conditions. 

As to the question if cancer is due to an infective organism, my tentative acceptance 
of Gyé’s work has been shaken by Murphy’s experiments at the Rockefeller Institute, 
and I am now inclined to return to my former belief that cancer represents a cell 
atavism. It is not surprising that the community cell sometimes feels the call of the 
past when it was free, independent, and single, happy in following its own inclination. 
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Ewing raises the question of mouth cancer and the importance of bad teeth in 
relation to it. The factor which seems to me most important is pyorrhoea or perio- 
dontitis. I do not know if you are acquainted with the work of Steadman who exam- 
ined 200 cases of mouth cancer, assigning marks to each as follows: 4, if they had 
severe pyorrhoea; 3, if they were moderately bad; 2, if they were slightly infected; 
and 1, if the mouth was quite clean. The 200 cases received 93.5 per cent of the highest 
possible marks. Then he examined by the same system a number of control persons 
who had no cancer, as to whether they had pyorrhoea, and that group received only 
50 per cent of the highest mark. It seems probable that periodontitis is a cause not 
only of growths in the mouth but of those lower in the alimentary canal, in the stomach 
or the intestine. 

In regard to syphilis there is one hopeful consideration for the future. The result 
on cancer figures that will follow the antivenereal campaign undertaken in various 
countries cannot appear before 20 or 30 years, so we may look forward to some reduc- 
tion in the cancer mortality about that time, though the reduction is not likely to be 
a great one. 

Since coming here | have had a letter from a New York surgeon reminding me 
that there is a certain form of cancer which never occurs in Jewish men, and he con- 
nects this fact with the ritual operation performed upon all Jewish male infants. 
There seems no doubt that this form of cancer is absent among Jews, and prevention 
of it among other races may follow if a simple modification of this proceeding becomes 
a routine practice for all male children. It would also be defensible on grounds of 
ordinary hygiene as well, and for other reasons which I cannot now enter into. 

As to mammary cancer I think the work of Dr. Bagg is very important and his 
hospital is to be congratulated on such a good piece of work. It will be interesting 
to see if Adair’s new method in the treatment of chronic mastitis will be more effective 
than the former methods of treatment. 

I was struck by the observation that physical exercise is a preventive of cancer, 
because this falls into line with what has been in my mind for some years. I believe 
local chronic lymphatic obstruction is an important predisposing cause of cancer. It 
overnourishes the cells and not infrequently poisons them by the accumulation of 
their own waste products. ‘The most striking instance I ever saw was in a woman 
with elephantiasis of one leg. She applied an irritant to the leg in the form of a course 
of electric light baths and within a few months developed dozens of epitheliomata 
over the leg. 

It is a well known fact that exercise is a promoter of the lymphatic circulation. In 
a classical experiment Starling introduced a minute metal tube into one of the main 
lymphatics of a limb. So long as the limb was at rest no lymph flowed, but when the 
muscles of the limb were excited to contract a copious flow of lymph took place. The 
fluid which bathes our tissues requires to be constantly changed, just as does the 
water in which cut flowers are placed, and this can be attained only by regular exercise. 
The rising generation prefers to ride rather than to walk, and it is quite possible that 
the Ford car is not so cheap as it appears and that part of its price is some portion 
of the present increase of cancer. 


Pror. H. T. DEELMAN, Groningen, Holland: My thoughts after hearing this inter- 
esting paper are going in two directions. In the first place, this paper is for me like 
the confession of a man who really knows something about cancer and who at the 
same time always has in mind that we know only a little bit of it. 

In the second place, 1 have remarked two phrases: first, it appears more and more 
evident that early diagnosis alone is not capable of giving us the desired reduction of 
the death rate; and, second, the list of cancers, incurable from their first recognizable 
beginnings, is a long one. 
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These two phrases, to which I quite agree, bring to my mind the great difficulties 
awaiting anyone who is to do any remarkable work in cancer control. Early diagnosis 
is of the greatest significance in making the patient healthy again; but, on the other 
hand, not all the cases who come as soon as possible can be cured. And so we agree 
that while very near to the winning of lives on the one hand, we illustrate very clearly 
in other cases the defects of medical knowledge which cannot but awaken the distrust 
of the people in medical science. It seems to me that it will be a question of the psy- 
chology of a nation, which way in cancer control we shall choose. 

I will try to explain this in a few words. In one part of my country, especially 
the northern part, there is a population with precise habits, with a predisposition for 
exact sciences, and who avail themselves readily of medical assistance offered to them. 
In this part of the country it would be quite impossible to put on every wall of every 
home a paper containing a warning to consult a physician as soon as possible after 
the development of any disease symptom. For one thing, it would probably be quite 
useless, and then, too, it would give in a large percentage of cases false hope, in which I 
am in agreement with Dr. Ewing. 

But there is also another part of my country—especially the southern part—where 
the inhabitants are more careless and have a more superficial manner of living. Here 
they have frequently, also, a somewhat fatalistic tendency and are very much inclined 
to place faith in quacks and marvellous cures, like the natives in our tropical colonies. 
These people have, as a rule, no great respect for the scientific physician, although 
they will give him a friendly reception. Perhaps in those countries a warning to go 
for advice as soon as possible will produce good results, because the cure of any case 
of cancer will make a deep impression, and will give an opportunity for the medical 
man to come into closer contact with them. 

If I have understood Dr. Ewing’s paper correctly, he states that if people live under 
circumstances in which their chemical irritations are as few as possible, cancer will 
decrease. At the moment we have not the scientific proof that he is right, but even 
if he is not right, then it may be certain that under the conditions of living that Dr. 
IXwing sees in the future a great deal of sanity will obtain. It is clear that all these 
propositions for the prevention of cancer will at the same time bring an increase of 
health and enjoyment of life. 

I have said my thoughts were going in two directions, but I should have said three. 
For in the third place, my dear Dr. Ewing, my thoughts are going to you, to the man 
who has spoken to us and to the work he has done. In my country American books 
are very few; perhaps because they are very expensive, but all of us who have to do 
with tumors generally and cancers especially, are asking all the time, “What says 
James Ewing on the question?” 


Dr. ArcuiBpaALp Lerrcu, London: When I was a schoolboy I remember reading 
that one of our statesmen, Joseph Chamberlain, came to this country and while here 
was surrounded by a bevy of policemen, and the newspapers at home, commenting 
on it, said that his reputation must have preceded him. I have been told by candid 
friends that my reputation is that of being quarrelsome, but I am really very peaceful, 
for, like most Scots, I am always anxious to fight for the sake of peace. It would of 
course give me great joy to differ from Dr. Ewing if he ever said anything to which 
I do not agree, but I cannot. I wish to take this opportunity of paying publicly my 
great respects to James Ewing. His textbook on neoplastic diseases is regarded in our 
laboratories with the respect we pay to a family Bible. I wish to say also that we 
have been very much impressed with the excellent scientific work done in America, and 
in the effort to bring about the prevention of cancer I am sure the future rests safely 
in the hands of such men as Francis Carter Wood, James B. Murphy, and our dis- 
tinguished and beloved friend James Ewing. 
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Pror. CLAUDE REGAuD, Paris: I am happy to express to Dr. Ewing my sincere 
felicitations upon his remarkable paper. He has spoken with great caution on the 
subject of general causes predisposing to cancer. An hereditary predisposition of organs 
and tissues—a predisposition upon which Miss Slye’s experimental researches have 
thrown a brilliant light—seems to me incontestable. There are, no doubt, general 
predisposing causes independent of heredity, but they are still very obscure, and there- 
fore very difficult to combat. There is one fact to which I may call attention that 
shows that they are not of very great importance. 

Surgery and radiological methods permanently cure a constantly increasing number 
of patients, by purely local procedures. These procedures are utterly incapable of 
overcoming general predisposing causes. If these causes were of great importance, we 
should see new cancers appear among our patients who have been cured—cancers 
succeeding the first ones and different from them. 

Now, this is not the case. When a patient is cured of a cancer by surgery or radia- 
tions, a second cancer very rarely occurs. As against 100 cases of cancer occurring in 
various localizations, which we have been curing over a period of more than 5 years 
by radiological methods at the Radium Institute of Paris, we have seen a second 
cancer, different from the first, appear only two or three times. 

It is true that the life of a human being is long and that a 5-year period of obser- 
vation is short. It is nevertheless remarkable that general predisposing causes are 
incapable of producing a new cancer several years after the ture of the first one. This 
is very encouraging for our present-day therapeutic methods. 

Dr. Ewing has pointed out the inadequacy of our knowledge with regard to the 
etiology of cancer. He is right in saying that it is more to laboratory researches than 
to statistics and clinical observations that we must look for further progress. This 
point cannot be too strongly emphasized. Pathologic histology in particular, to which 
we owe our first accurate knowledge of cancers, and of which Dr. Ewing is one of the 
most illustrious representatives in America, has not spoken its last word. Not only 
does it lie at the bottom of all classifications that we make, and play a preponderant 
role in diagnosis, but it has also become the indispensable guide of all who devote 
chemselves to the difficult problem of the biological action of radiations. 

In the control of cancer, the preponderating part lies with the work of the labora- 
tories, particularly those of pathologic and experimental histology. As Dr. Ewing has 
rightly said at the end of his paper, those who are to take care of the campaign against 
cancer must not forget this. 


Dr. GEORGE A. SopeER, New York City: It is with much pleasure that I take this 
opportunity to express my appreciation of what is perhaps the most informative and 
wisest paper on the prevention of cancer that has thus far appeared in any language. 
Those who have enjoyed it and been instructed by it and who may wish that others 
might have this privilege may be sure that Dr. Ewing’s address will be printed and 
have a wide circulation. I will see to that. 

For some years I have been giving considerable attention to the possibilities of 
preventing cancers, with special reference to the parts of the body where they occur, 
and I have reached the opinion that, all in all, perhaps more cases can be prevented 
than cured. 

One of the difficulties in the way of either prevention or cure lies in the manner 
in which human beings act toward danger. There is no such impelling motive to do 
something radical, or to refrain from doing it, when our health is threatened as when 
we are actually confronted by accident, or experience an attack of painful disease. 
When the danger is ahead of us, we always think we may be able to escape in some 
way or other. Consequently, people do not ordinarily take good care of their health 
until they begin to lose it; and then it is often too late. And so with cancer. 
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The hygiene of the mouth is, as Professor Ewing has said, a desirable procedure 
as a preventive of cancers, but it is difficult to get people to keep their teeth in good 
condition and their mouths clean, when they know the risk of dying of cancer as a 
penalty for not doing so is so small. 

Perhaps the attention which should be given to pigmented moles affords the best 
illustration of preventive work such as everyone can understand, and concerning 
which the danger is fairly obvious. Unless people are frightened into doing so, they 
will seldom have moles removed before they are troubled by them, and this is true 
even when the moles are of the most dangerous type and are in locations which subject 
them to continual irritation. 

I have sometimes thought that it was best to urge hygienic measures on other 
grounds than because they afforded means of escaping serious specific consequences. 
I have advocated that cleanness should be urged for the sake of cleanness quite as 
much as because it means freedom from definitely harmful things. I believe that 
people respond to arguments making for greater cleanness and order about their per- 
sons, as about their homes, when they can not be moved because of any particular 
danger that is pointed out to them. 

If I am right about this matter, we have here an opportunity to place a strong 
force behind Professor Ewing’s argument for the prevention of cancer. 


Dr. Josepu C. BLoopcoop, Baltimore: I have been put in a very difficult position, 
but I think that some of the things Dr. Ewing said will bear repetition from a little 
different standpoint. 

We have discovered that with a certain message to the people we get a certain reac- 
tion, and on that at the present moment depends the campaign of preventive medicine. 
We can safely say to the medical profession today, that as you sow the message of truth 
in regard to preventive medicine, so will you reap. Thus it is a question of getting this 
message to a larger number of people. 

There are two things at least that we wish to get to the people of this country. One 
is in regard to the message on preventive medicine and the other is in regard to re- 
search. Tonight, if I can in a few words, I want to give a message regarding the educa- 
tion of the people, not through the lecture, but through the conversational message. 
The conversational method is open to every person in the world today and by it he can 
protect himself better than in any other way from preventable disease. The way to 
employ it is by the selection of a medical adviser; not only one in whom you have 
confidence but one in whom you can have confidence. I feel that the greatest of propa- 
gandas is the advice to get a medical adviser before you are sick, and to have periodic 
examinations. Let me give you some data in proof of this. 

A colleague of mine whose name was Bolgiano, a graduate of Johns Hopkins and 
the University of Pennsylvania, practiced in Baltimore when I came there in 1893, and 
I knew him very well. Even then we knew the importance of operating for appendicitis 
in the early stage but we could not get any patients. I told him that if he would send 
for me when he had a patient with stomach-ache I would come for nothing. I was then 
receiving a salary of $500 a year. Subsequently, I saw many of Bolgiano’s patients. 
He was the type of practitioner who had the affection and confidence of his families so 
that the moment any one of them had the least discomfort they saw him that day. 
Bolgiano died ten years ago and on his card index were 400 cases of appendicitis that 
I had seen with him, in the majority of which I had operated, and I would be glad to 
have a committee visit my clinic and see the records of these cases for they will find 
that not a case of Dr. Bolgiano’s with appendicitis died. I can give you other figures. 

If you will select your medical adviser before you are sick and will submit to pro- 
tective examinations, during conversations you will learn you can protect your children 
from diphtheria as a result of research work. And yet today the percentage of children 
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in this country protected from diphtheria is infinitesimal, compared to the number that 
should be protected, in spite of all the publications on the subject. 

Dr. Soper has asked me to repeat a few figures I gave him this morning, but figures 
are not interesting and you will not remember them. But let me give you some idea of 
what happens. In the first place, we have found our message brings patients because 
we have created in their minds a little fear. 

Whether ultimately that will be the method, at the present time the people who come 
to us in the curable stage of disease, come because of a little fear. In every history we 
record we ask, “ Why did you come? How long after you felt this did you consult your 
physician?” The physicians on our card index do not delay. The delay in reaching our 
clinic in Baltimore is on the part of the public and not the physician. We find that they 
come because of that little element of fear, so we can safely make the statement that 
fear in the beginning of disease will help you. The fact that an individual consults his 
physician because of fear of disease marks one of the greatest triumphs of the art of 
medicine. Relieve that fear whether or not you can relieve the disease, but in the 
majority of cases you can also relieve the disease. I am anxious to leave this thought 
with you. When you have done this, in 60 per cent of cases, 60 per cent who have 
trouble with breast, with mouth, with rectum, with skin,—over 60 per cent with indi- 
gestion have stomach cancer,—that 60 per cent may not be cured of cancer, but if they 
have any local irritation that precedes cancer we have the opportunity for its preven- 
tion, which Dr. Ewing has shown you this evening. In that’ 60 per cent who have a 
little fear as a result of a campaign, we generally find something that needs correction, 
such as sugar in the urine, a tonsillar infection, an abscessed tooth, or the like, so they 
can be protected. 


Dr. Erwin F. Smiru, Washington, D. C.: It is with some hesitation that I rise to 
speak—first, because I am not a medical man, and second, because I am not a member 
of this Society. But there were one or two points on cancer prevention stressed last 
night by my good friend, Dr. Ewing, which seem to need attention, and in addition 
one thing on cancer control that has not been mentioned by any of the speakers in this 
congress—and that thing is the question of the existence of so-called cancer houses, 
streets, and districts. The reason this subject has not been alluded to is that none of 
those who have spoken believe malignant tumors to be due to parasites, yet no one has 
established that human malignant tumors are no/ so caused, and until that time comes 
I think cancer control societies might very well warn people of the possible danger of 
allowing vermin about houses. By this I mean rats, mice, cockroaches, waterbugs, 
bedbugs, fleas, flies, meal-worms, etc. The number of cancers of the lower animals now 
known to be closely associated with parasitic worms—and their number is increasing 
every year—tenders all such worms suspicious and also the various kinds of vermin 
which act as carriers of these worms. Dirty raw foods should also be very carefully 
avoided until it is established that cancers in man are not of parasitic origin. 

Dr. Ewing in his otherwise admirable address scouted the idea that cancers can be 
due to parasites and minimized the influence of heredity. Personally I believe that we 
shall eventually find that malignant human tumors are of parasitic origin. As a biol- 
ogist, I also believe that the laws of heredity hold from the lowest to the highest 
forms of life and that man is no exception. Now, if the tendency of cancer can be 
bred into or out of experimental animals, and we have abundant evidence that this can 
be done, it seems to me logical to conclude that the same laws hold good for men. But, 
of course, other factors than heredity enter into the problem. I do not believe at all 
with Sir James Paget, as cited by Sir John Bland-Sutton, that if we lived long enough 
all of us would die of cancer. Some persons would never die of cancer, not even if they 
lived to be as old as Methuselah. It takes both heredity and environment to produce a 
cancer. 
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Dr. H. R. Cuartron, Bronxville, N. Y.: May I have the honor of suggesting a 
scheme aimed to prevent carcinoma of the uterine cervix, a malignancy third among 
human carcinomata, and, according to Schereschewsky, increasing year by year? Its 
incidence may readily be appreciated if each one of you, calling to mind any city of 
approximately 40,000 people contiguous to your home, will let his mind dwell on the 
probable reaction of his state, should all the wives and mothers of that city be wiped 
out within the space of one year. : 

Consider further the national consternation which would ensue should this tragedy 
be repeated annually in similar cities of separated states. Carry this mortality to 
Europe, to centers of comparable size, and I venture to state that an international wave 
of fear, horror, and defence would speedily develop. 

Scattered about the United States a like number of women perish yearly, 10,000 of 
them of cervical carcinoma. To each of these may be allotted a year of morbidity: 
10,000 years of suffering for women in each single year of our national life. Allowing 
4 members to the family of each afflicted person, 40,000 persons in our country are 
continually under the shadow of approaching death. Within that year how much of 
lost productiveness and treasure! 

Within the past three years at the Woman’s Hospital in New York City, it has been 
my privilege to see approximately 150 previously unstudied cases of carcinoma of the 
cervix, and as one result of this clinical observation I am almost persuaded that no one 
of these cases would have occurred if the individual had previously been clean; hence 
I suspect that cervicitis was, in the majority of these cases, a precursor and possibly the 
precursor of malignant degeneration of this area. 

Having talked to recent graduates and watched clinical assistants, having appre- 
ciated in out-patient departments the number of women suffering from cervicitis who 
have derived no benefit from such treatment as had previously been suggested to them, 
I am convinced that practitioners are insufficiently acquainted with the symptoms, 
pathology, and treatment of cervicitis. 

Is there anything to be done? 

I believe that the problem and solution of cervical carcinoma is locked up with the 
pathology and a proper therapy of the inflamed cervix, and the suggestion I have to 
offer is the formation of a cervical cancer committee within this organization to start 
an educational campaign for doctors through all medical journals, in pamphlets, and 
in county societies, for the recognition and cure of cervicitis, whereby men are to be 
persuaded that they are detecting and treating not a catarrh of the cervical canal, not 
an erosion, but destroying seed from which cases of carcinoma may develop. 

I suggest the introduction into the already crowded curriculum of medical schools of 
intensive courses in the diagnosis and treatment of cervical disease, and then a vigorous 
campaign among the women of this country concerning “pelvic prophylaxis,” which 
term I would make as familiar as “ Listerine” or “Ivory soap.” 

If Dr. Ewing and Dr. Wood believe my conception of the relation between cervicitis 
and malignant degeneration of this structure to be sound; if Dr. Taylor and Dr. Graves 
will admit that students in medical schools are insufficiently instructed in disease of this 
organ; if Sir John Bland-Sutton’and Dr. Mayo are persuaded that my conception may 
contain a truth, will they not add the prestige of their names to support the suggestion 
initiating such a campaign? 


Dr. D. Crospy GREENE, Boston: I have been commissioned by the American 
Laryngological Association, whose President appointed Dr. Fielding Lewis and myself 
to attend and participate in the proceedings of this Symposium, to bring before the 
attention of this gathering, if possible, two points of view that are important in the 
control of the early stages of cancer. One of the points was that attention be paid to 
the condition of the fauces; chronic faucial trouble may be present over a year without 
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producing any other symptoms. These cases, if attended to early, can be checked. In 
cases of intrinsic carcinoma of the larynx, the point of importance is the early examina- 
tion of the larynx in all phases; for in our clinics we see these cases continually at the 
stage where nothing can be done. 

The other point has to do with carcinoma of the cesophagus. That is a most hopeless 
situation. If there is to be any help, it must be afforded in the early stage. Dr. Jackson 
has pointed out that difficulty in swallowing is a late symptom. The early disturbances 
of a vague nature are often present before actual obstruction is encountered. Therefore 
he urges that in every case of obstructed swallowing early X-ray examination be re- 
sorted to. These are two points that our Association would like to have presented to 
this Society. 


Pror. HENRI HARTMANN, Paris: I have made some observations on the question: 
Is cancer contagious? 

We must acknowledge that facts in favor of contagion seem to be very rare. Per- 
haps the scarcity of such observations is only the result of the difficulty in establishing 
them. It is very easy to prove contagion in acute diseases such as measles, but it is 
different with chronic diseases. The contagiousness of tuberculosis has been denied for 
a long time and yet the lesions seem to evolve more rapidly than those of cancer. 

The existence of cancer houses is far from being proved. In spite of the difficulties 
in knowing, in a great city like Paris, the successive tenants of a flat, we have been able 
to note a few cases in favor of their existence. In the same flat we have seen a first 
tenant dying of rectal cancer; the second tenant died also of rectal cancer. In another 
one, where a patient died with a gastric cancer, we have operated upon the wife of the 
following tenant for cancer of the face; then the husband of the latter died from abdomi- 
nal cancer. Ina third flat a patient died from generalization of cancer of the breast; we 
have operated upon the following tenant who had a cancer of the rectum. 

Contagion between husband and wife has been rarely noted; perhaps this comes 
simply from the fact that it has not been looked for. Since I have looked for it I have, 
in a very short time, noticed some cases. We may add to the cases noted with 
regard to cancer houses, the following: (1) Wife, cancer of the face; husband de- 
ceased the previous year from cancer of throat. (2) Wife, cancer of the womb; hus- 
band operated upon two years before for cancer of penis. (3) Husband colostomized 
for rectal cancer; wife two years later had cancer of the breast. (4) Husband colos- 
tomized for rectal cancer; at the same time wife had breast cancer. (5) Husband and 
wife at the same time had rectal cancer. (6) Wife operated on for breast cancer, which 
recurred four years later; during this time husband died from cancer of the prostate. 
(7) Wife, rectal cancer; husband, osteosarcoma of femur at the same time. (8) Hus- 
band, mammary cancer; wife had died nine months before from mammary cancer which 
had been operated on two years previously, with recurrence. 

These few observations are not numerous enough to permit definite conclusions, 
but are yet sufficient to attract attention. 


Dr. GeorGE A. Soper, New York City: The remarks made by some of those who 
have discussed Professor Ewing’s paper lead me to say that we should make a clear 
distinction between our scientific theories and the well established facts and practical] 
working opinions which ought to be employed in the control of cancer. 

We are not justified in setting aside the good things we know for what seems to be 
better but is really based upon hypotheses which have no sound foundation. 

I could give illustrations of my meaning, taken from nearly every field of work 
against cancer. For example, we do not actually know whether cancer is or is not com- 
municable. For practical purposes we ought to regard it as not infectious. It would be 
a great mistake to advocate measures for the prevention of infection on the assumption 
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that the disease is communicated from person to person by means of parasites. Perhaps 
parasites do produce some forms of cancer, but until we have better proof that this is 
generally the case, it would be a mistake to insist on disinfection or isolation. It would 
not be merely a mistake—such insistence would entail serious consequences. ‘The 
patient and the patient’s relatives and friends would be seriously discommoded, and 
the quacks would be greatly encouraged. And so, for practical purposes, we ought to 
say certain things about cancer which we may not be willing to say so positively in 
discussing the scientific possibilities among ourselves. 


Sir Joun BLANpb-Sutton, London: | hope it will not go forth as the opinion of this 
Symposium that belief in a cancer parasite is no longer tenable. I firmly believe that 
cancers are due to microparasites. ‘The history of our knowledge of cancer is important 
in relation to this matter. Virchow called his classical book Tumor Diseases. Professor 
Ewing calls his book Neoplastic Diseases, which is merely a paraphrase of Virchow’s 
title. 

Bacteriology was non-existent when Virchow’s book was written. Tumors were 
classified mainly by their physical and structural characters. When the compound 
microscope was used in histologic studies and aided by histologic chemistry in the form 
of staining reagents, many morbid growths from the ill-assorted group of tumor diseases 
were found to be due to microbes—granulomata, tuberculomata, syphilomata, actino- 
mycotic masses and the like. Every increase in the power of the microscope and every 
improvement in staining methods evicts from morbid growths some which mimic 
sarcomata and cancers. 

One of the technical difficulties in detecting the microparasitic cause of cancer is the 
need of a reagent which will stain living protoplasm. 


Dr. Witty Meyer, New York City: We heard Dr. Ewing say last night that there 
was still a wide difference of opinion on the question as to whether cancer was of para- 
sitic origin and that this important question had to be settled first, before real progress 
in the cancer problem could be made. This is also my opinion. 

I shall never forget the day when the American Surgical Association met in Wash- 
ington and some of the Fellows, myself included, went to the laboratory of Dr. Erwin 
Smith and saw what he had discovered in plants. After having seen his remarkable 
results, a number of us thought that at last the way to proving that cancer in man was 
of bacterial or parasitic origin had been shown. We were enthusiastic, and I was one of 
those particularly impressed. That was, I think, in 1909 or 1910. 

Two years later I talked about this same question with Professor Aschoff of Frei- 
burg, when he visited America. I asked him: ‘“ What do you think of the parasitic origin 
of human cancer?” He replied: “ Meyer, if you reach Methuselah’s age, you will never 
see the cancer parasite found.”’ These words I can never forget. 

The surgeons all over the world naturally take great interest in the subject of 
cancer, and many have expressed their views about it, for we have so many times 
witnessed the physical and mental misery of its victims, not forgetting that of their 
families. For the last seven years I have delved into the literature of cancer, with regard 
to its genesis. It is a terrific task. 

Many times it has come into my mind that not only should we have an American 
Association for Cancer Research, but also an American, a French, a British, a German— 
nay, an International—Association for the Research of Cancer Literature (of the present 
as well as of the past). 

Parasites represent one group of the many cancer-inciting factors which, after a 
precancerous state, often call forth the same end-result in the human body, namely 
cell death. To my mind it is the dead cell and its chemical decomposition products 
which, by multiplication to any extent, seem to lie at the bottom of the cancer genesis. 
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Certainly, what seems necessary at the present moment is to fight out definitely 
among ourselves and those interested in the cancer problem the all-important question 
of the so-called parasitic theory of cancer; to try to come to a mutual understanding, 
and then put the question at rest, once and forever. Then the laboratories of the many 
cancer research institutes will have a firm foundation on which they can build, and no 
more time nor money will be wasted in settling a question that has disturbed and 
retarded the progress of the real solution of the cancer problem for untold years. 


Pror. F. BLUMENTHAL, Berlin: The questions whether cancer is caused by parasites 
or by contagion are not the same. Nobody disputes the statement that parasites may 
be the exciting agents in cancer; witness, for example, the spiroptera cancer, bilharzia 
cancer, and the development of cancer after syphilis and tuberculosis. But these are 
exceptional or special cases. In all these the parasite is the exciting cause of the in- 
flammation only, of the precancerous condition, out of which the cancer then develops 
on its own account. 

The autonomous growth of the cancer cells has the value of a fixed law; for this 
growth the exciting agent is no longer necessary in these cases. The law therefore holds 
good here. How this is brought about in the case of the bacilli of the neoplastic group 
will be shown by me in discussing Dr. Roussy’s paper. 

The question whether cancer is infectious or not is quite unsettled; in the ordinary 
sense, it certainly is not. But one may reflect upon the long period of incubation in 
X-ray cancer and experimental cancer in animals. In the former it is some 10 years 
after the burn before cancer develops. Where the time interval is so great it is hardly 
possible to establish whether cancer is due to contagion. Hence the possibility of con- 
tagion as a cause in the one or the other case is not excluded, but one must not assume 
an origin that is solely parasitic. 

Chemical and physical irritations have been so certainly pointed out as etiological 
agents of cancer in human beings also, that their causative réle may be considered as 
good as proved. But it has not yet been established whether the non-parasitic or the 
parasitic agents play the greater part in the production of human cancer. 


Dr. Ew1nc (closing the discussion of his own paper): Opinions regarding the cause 
of cancer are diverse and are so firmly rooted that I fear none of us will see a final agree- 
ment on this question. One cannot but feel due respect for the conclusions of those who 
by a process of reasoning reach the view that cancer is caused by an unknown parasite, 
but somewhat less consideration may be due to those who adopt this view as the result 
of habit. It would be ungraceful to inquire how far human psychology rather than 
critical reasoning enters into the support of the parasitic theory. 

The most fundamental objection to the parasitic hypothesis lies in the biological 
position of neoplastic processes. I feel that no one can make a thorough study of the 
causation, as we know it, the morphology, and the clinical course of malignant tumors, 
without reaching the conclusion that under the term “cancer” are gathered a great many 
very different diseases, which are related only by the fact that the underlying process 
is unrestrained growth of tissue cells. So also there are many inflammatory diseases, in 
which, however, the reaction to injury is organized. 

It seems to me that there are about as many specific diseases in the group of malig- 
nant tumors as among the inflammatory diseases, and I can see no more reason for 
assuming a single cause for the one group than for the other. This view has gained 
much support from the increasing list of cancers known to be caused by specific non- 
parasitic agents, such as tar cancer, X-ray cancer, betel-nut cancer, Kangri cancer. 
The many tumors of lower animals caused by nematode worms must be referred to 
the irritation of specific chemical agents which are secreted by the worms and not to 
micro-organisms. 
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If one chooses to adopt the theory of a universal cancer parasite, he must assume in 
addition all that that implies. He must assume that all tumors are one and the same 
disease, which in the present state of knowledge seems quite untenable. I note that 
Dr. Blumenthal is so well grounded in pathology that he is not prepared to accept a 
universal cancer parasite, but seems to hold that only certain tumors are caused by 
micro-organisms. It seems possible that certain micro-organisms may show a peculiar 
capacity to induce neoplastic proliferation of cells. The tubercle bacillus has this 
property to some extent. Yet the exponents of the real parasitic theory demand a 
universal cancer parasite, of the existence of which we have no tangible evidence. 

The objections to the present vogue of the parasitic theory are numerous and serious. 
A large proportion of the medical profession and the general public have adopted this 
theory, and are eagerly awaiting the discovery of the parasite. Hence both become a 
ready prey to charlatans, who claim to have discovered the parasite and to have for 
sale a cancer cure based upon it. When distinguished physicians and surgeons announce 
that the cause of cancer, namely, the parasite, remains undiscovered, they induce 
people to believe that there is a single cause, and they distract attention from those very 
simple forms of chronic irritation which are well known to be the effective exciting fac- 
tors in cancer. Finally the theory of a cancer parasite has dominated cancer research 
in many important circles, and for many decades, and history shows that this study has 
been rather emotional, often incompetent, and generally unprofitable. 

With so many contending theories regarding the causation of cancer we must pro- 
ceed in our educational program like a ship without a rudder. How can the public choose 
between the theories of parasitic origin, hereditary transmission, and chronic irritation, 
when medical authorities vigorously proclaim each of these views? While complete 
agreement cannot at present be reached in such a very complex subject, it seems de- 
sirable that some statement should be prepared embodying the most judicial considera- 
tion of all the known facts, which may be given to the public and urged upon the 
medical profession. Otherwise every man, woman, and child will continue to enjoy his 
own theory of the origin of cancer and the present chaos will continue. 
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INCE the memorable discoveries of Pasteur, scientists have been divided 
into two quite different groups according to their conception of the origin 
of cancer, some believing it to be due to intrinsic causes, hereditary or 

acquired, of cellular evolution, others holding an exogenous, living, specific agent 
responsible. 

The infectious theory (bacterial or parasitic) has for a number of years 
enjoyed a new lease of life, thanks to the discovery by Peyton Rous of a curious 
tumor in chickens which is reproduced in series by inoculation of the dried filtrate. 
Erwin Smith later demonstrated the presence of bacterium tumefaciens in some 
varieties of plant tumor behaving like cancer. Finally, the conception of filtrable 
viruses furnished proponents of the infectious theory with a series of new argu- 
ments. 

The cellular (or intrinsic) theory, on the other hand, became rejuvenated and 
modified by the method of tissue culture in vitro developed by Alexis Carrel. 
Moreover, the progress of biochemistry, and especially of physical chemistry, 
brought to bear on cytobiology (the biology of the cell) new light which per- 
mitted a more searching analysis of cell life. The study of the various modern 
hypotheses with regard to the origin of cancer is not only of great academic 
interest but it has also practical and social values. Indeed, the problem of the 
origin of cancer is bound up with the question of its contagious and hereditary 
transmission. If we assume the infectious character of cancer, we at once imply 
that it is a contagious disease, which requires for its prevention all prophylactic 
measures employed against the other communicable diseases. If, on the con- 
trary, we believe that cancer is of cellular origin and is produced by an aberrant 
character acquired during embryonic life, we imply that we are dealing with an 
inherited disease against which all measures of prevention are powerless. 

Finally, if we hold that cancer is a character of cell life acquired during the 
evolution of the cell, resulting, for example, from a prolonged chronic irritation, 
one may understand what practical deductions may be drawn from this concep- 
tion, namely, the prevention of all irritations, from whatever source derived. 

A series of recent contributions which have served to renew the fight between 
the adherents of the infectious and the cellular theories has led modern writers 
to view the whole problem from new points of view. It appears, indeed, that 
while the infectious and cellular theories continue to exist, they are now less 
plainly opposed than heretofore, since the majority of the partisans of the 
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infectious theory now admit that in addition to a living specific agent, a specific 
chemical factor must also exist. 
I will take up a more detailed consideration of these several theories. 


I. THE RECENT BACTERIAL THEORIES 


Those who at present uphold the infectious theory make use of a method 
which consists of isolating a certain factor from a fragment of tumor or from the 
product of its grinding or filtration, attempting to cultivate this factor in a suit- 
able medium, and, finally, trying to produce a new tumor by means of animal 
inoculation. 

But these attempts meet with serious obstacles of a technical nature which 
render the results open to criticism; for example, the difficulty of obtaining a 
filtrate free from cellular elements, as well as the fact that it is nearly impossible 
to avoid sources of secondary infection. 


Theory A. Cancer Is Caused by a Living Organism Exactly as Are 
Infectious Diseases 


A large number of bacteria, parasites, or fungi have been described as the 
specific etiologic agent in the causation of cancer. 

These researches have not withstood the test of time and have been largely 
forgotten. However, a few modern writers have recently been working again along 
this line. For instance, Nuzum claims to have isolated from human and mouse 
tumors a coccus occurring in pairs or chains and growing only under anaérobic 
conditions. Inoculation of this coccus into mice, dogs, and once into man has 
produced tumors. These results, however, are not worthy of very much con- 
sideration. Nuzum himself recognizes that the tumors so produced are difficult 
to identify and do not possess at all the histologic characteristics of real cancerous 
processes. It is also possible that in Nuzum’s experiments the very difficult fil- 
tration required was far from perfect; this might follow from this author’s state- 
ment that a subculture never gives a positive inoculation. 

The same reservations must be made with regard to the work of Glover, 
Scott, and MacCormick. 

Glover isolates from rat sarcoma as well as from human cancer an organism 
which he believes to be specific and which he cultivates in a special medium. 
This organism, really polymorphic, is bacillary in form and may show spore 
formation. Inoculated into animals (especially the chicken) it produces Rous’ 
sarcoma. Inoculated by Scott into monkeys the organism was said to have 
produced epithelial tumors of the lip, tongue, and breast; finally, it produced a 
toxin, and the authors were able to prepare even an antitoxin and an agglutin- 
ating serum. 
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Unfortunately, confirmatory work has not yet been possible on account of the 
meager data furnished by the authors, but already there is reason to believe 
that Glover and Scott were led on a false trail, and especially that their results 
were falsified by errors of technique. 

Similar researches have been pursued in Germany, at the Berlin Cancer 
Institute, by Blumenthal and his co-workers. Blumenthal seeks for the organism 
of cancer at the periphery of the tumor as in the case of bacterium tumefaciens, 
described by Erwin Smith in the cancer of plants. His method is to cause burns 
on the surface of the cancer by means of a lens which concentrates the sun’s 
rays. In the serum of the vesicles so produced (the result of tumor lysis), poly- 
morphic organisms are found which the writers believe to be specific for cancer 
and which, inoculated into animals, produce most frequently nodular reactions 
of the connective tissue type; in order to produce more typical tumors silica 
must be added. But Blumenthal himself is not very positive in regard to the real 
significance of the isolated bacilli, which he has named neoplastic. He wonders 
whether the organism in question is specific for the so-called “infectious” tumors, 
or if, on the other hand, its function is simply to act as a carrier for the specific, 
but invisible, virus. He also asks whether the initial cause of cancer might not 
be purely chemical, the parasite serving only to set up a reaction analogous to the 
process described by Erwin Smith in plant tumors. 


Theory B. Cancer Is Due to the Combined Action of a Filtrable Virus 
and a Chemical A gent 


There appeared last year in England a contribution which elicited great in- 
terest in the scientific world. Gye and Barnard developed an interesting hypoth- 
esis, but made the mistake of generalizing too much in regard to its significance. 
According to these authors, cancer is due, not to a visible organism, but to a 
filtrable virus or ultravirus, that is to say, one of those infinitely minute living 
organisms which pass through the finest filters and which are invisible by ordi- 
nary methods. 

However, according to the hypothesis of these English writers, this ultra- 
virus is not capable of producing cancer alone, it must be associated with another 
element, which is chemical in nature. 

By combining the chemical factor of a chicken tumor with the ultravirus 
of any tumor (mouse, rat, or man), Gye produces without difficulty a sarcoma in 
the chicken. This writer believes, therefore, that the chemical factor is the spe- 
cific agent peculiar to each type of tumor cells; that is to say, with the chemical 
factor of the chicken sarcoma only sarcoma may be produced in chickens. ‘The 
ultravirus, on the other hand, is not specific, but is common to all malignant 
tumors. Finally, Barnard believes he has succeeded in demonstrating the virus 
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of cancer, thanks to improvements in the lighting of the ultramicroscope, and to 
the use of ultraviolet rays for this purpose. 

To summarize, Gye and Barnard have drawn the following conclusion from 
their series of experiments: 

1. Every malignant tumor contains an ultramicroscopic virus or a group of 
viruses, which may be cultivated, demonstrated, and microphotographed; this 
virus is probably contained in the neoplastic cells. 

2. This virus alone, purified and cleared of all accessory substances, is not 
capable of producing a tumor by animal inoculation. Injected in the tissues it 
causes no lesion. 

3. When the virus is injected together with a culture of an extract of tumor, 
it produces a malignant tumor. This extract, therefore, contains a specific factor 
which renders the virus capable of attacking the normal cell and of trans- 
forming it into a cancer cell. 

4. The virus is in no sense specific, since one may produce a tumor in an 
animal of one species with a virus taken from an animal of another species. 

5. The specific or chemical factor, on the other hand, is strictly peculiar to 
the species of animal from which it is secured. 

6. Hitherto, the specific factor has been found only in connective tissue 
tumors of the sarcoma type. It is particularly abundant and resistant in the 
Peyton Rous tumors, while in other tumors it exists in a small quantity and is 
very labile; in the latter case oxygen-free media must be employed in order to 
demonstrate it. 

The work of these English writers immediately gave rise to numerous criti- 
cisms by Fibiger, Dustin, Blumenthal and Roussy, who were all struck by the 
opportunities for error which existed in the experiments of Gye and Barnard. 
Today, it is almost unanimously agreed that these authors made the mistake of 
generalizing in regard to the problem of cancer, and that the results, however 
interesting, require more solid confirmation. Apart from the possibility of 
technical errors which might have crept in, the English researches have hitherto 
dealt only with sarcoma, and, moreover, with a sarcoma of a particular type. 
Now sarcoma must be studied with caution, as its nature is still an unsolved 
problem; it is for this reason that all experiments hitherto made with sarcoma 
have resulted in failure. 

The proof of the inoculability of cancer will be clear only when an epithelial 
tumor is produced in the same or a different species of animal by a medium alto- 
gether free from cellular elements. 

To summarize the present position in regard to the infectious theory of 
cancer: It is clear that both early and recent workers have failed to prove the 
specificity of the organisms they have isolated. The most variable pathogenic 
agents have been demonstrated, these differing with each research worker, and 
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as the tumors produced by inoculation are inflammatory pseudo-tumors, one is 
led to believe that we are dealing with organisms responsible for secondary 
infection. 

II. THE CELLULAR THEORIES 

Most of the researches along this line are based on the study of tissue culture, 
and upon the sub-culturing of tissue in vitro according to the method developed 
by Alexis Carrel. 

These studies have furnished contributions of the greatest interest to the 
solution of the cancer problem, considerably enlarging the field of our investi- 
gations. 

Theory A. Cancer Is Due to a Specific Principle, Elaborated 
by the Cell Itself 


Carrel attempted to learn how a malignant cell differs from a normal cell of 
the same type, and what is the factor which gives the malignant cell its special 
properties. For these researches he used Rous’ sarcoma, the spontaneous chicken 
sarcoma, or a chicken sarcoma set up by chemical action. 

Carrel succeeded in isolating two types of cells; fibroblasts (which are the 
fixed cells of connective tissue) and macrophages (the mobile cells of the con- 
nective tissue or of the blood). He then showed that when the fibroblasts in pure 
culture are inoculated with the virus of the Peyton Rous chicken sarcoma, they 
resist infection, which proves that the aberrant element in sarcoma is not the 
fibroblast. 

On the other hand, the macrophage constitutes the malignant element of the 
Rous sarcoma and also of the spindle cell sarcoma of chemical origin. It is well 
known that these essentially malignant cells do not possess much vitality; on 
the contrary, they are fragile and die rapidly. In dying they liberate certain 
bodies—the “‘trephones” of Carrel, which have the property of increasing the 
multiplication of the neighboring cells—and in this manner the malignant ele- 
ment of the Rous sarcoma, known as the virus, is propagated indefinitely. 

According to Carrel, the virus is not a definite organism; it is produced 
only in the presence of cells and it depends directly on the quantity, the activity, 
and even the nature of these cells. Moreover, it is found only in contact with 
cellular elements, or rather it is produced by them. 

In order to cause tumor formation, a number of conditions must be present: 

1. A certain strength of the chemical substance. 

2. Cells in a given condition. 

3. A certain susceptibility of the organism. 

While recognizing the interest inherent in these observations, which widen 
the horizon in the field of cancer causation, it seems timely to make certain 
reservations as to their general import. 
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For instance, one may ask whether it is proper to apply results furnished by 
the cultivation of tissue in vitro to phenomena which arise in the body, where 
the tissues live in the most intimate symbiosis. And the question arises, to what 
extent may researches like those of Carrel, which have dealt exclusively with 
a special type of tumor (chicken sarcoma), serve to elucidate the problem of 
cancer in general? 


Theory B. Cancer Is Caused by an Abnormality of the Cellular 
Glycolysis 


While cytobiologists pursue the study of cancer by means of tissue culture, 
biochemists approach the problem from a different angle, and, of course, reach 
conclusions very different from those of bacteriologists. Warburg, a German 
physiologist, has tried to show that cancer is simply the result of disordered 
metabolism of the cell. 

Two phenomena are noted in normal cells, in so far as their content in carbo- 
hydrate and especially in glucose is concerned: 

1. Glycolysis, which splits the glucose molecule and produces lactic acid. 

2. Respiration, which, on the contrary, results in the building up of carbo- 
hydrates, one or two molecules of lactic acid disappearing for every molecule of 
oxygen consumed. 

According to Warburg, these reactions are the key to the phenomena of living 
cell metabolism; they vary according to the activity of the cell, being particularly 
pronounced in tissues of active growth like the normal embryo or cancer. In the 
latter, however, something of special note occurs, in that the loss of the normal 
rhythm between respiration and glycolysis characterizes the metabolism of the 
cancer cell, the disturbance affecting cellular respiration. While variation in 
the glucose content of the cells is a very general phenomenon, and while there is 
a real synchronism between the elaboration and destruction of glucose in the 
normal state, that synchronism is destroyed in the cancer state. The respiration 
does not follow the loss in sugar. As to the cause of the phenomenon, Warburg 
believes that cancer originates in the absence of oxygen, and this is the founda- 
tion of his theory. 

As all normal tissue possesses a double metabolic power (glycolysis and 
respiration), it must be assumed that the constituent cells have gradually become 
specialized, some in the phenomena of respiration, others in the phenomena of 
glycolysis. Should anything occur to deprive the tissue of oxygen, be the cause 
mechanical, inflammatory or other, the only cells which persist are those capable 
of glycolysis, and the survival of these cells is further favored by the death of 
neighboring cells. 

Such is the new conception of cell cancer. 
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However interesting these observations may be per se, they serve only to 
bring one more element to the biochemical analysis of the cancer cell, without, 
however, throwing any light on the nature of the disturbance. 

Without doubt, Warburg’s observations have cleared up an important point 
in regard to the physiology of the cancer cell, in showing that it is no more a 
normal cell in its metabolism than in its morphology. However, it is difficult to 
follow Warburg in his hypothesis of the primary cause of cancer, which his 
experiments have not hitherto elucidated. 


III. CONCLUSIONS 


It appears from this rapid survey that the present trend of thought in regard 
to the cause of cancer is leaning more and more to the idea of an intrinsic dis- 
turbance of cell life. The mechanism of this disturbance can be analyzed, al- 
though its primary cause is still unknown. Probably its causes are multiple, as 
is shown by the experimental production of cancer in animals. 

Recent work tends to strengthen the proof that cancer is not due to a living 
agent comparable to those responsible for the infectious diseases; nor does it 
appear to be due to a cytotropic virus. These considerations should lead us to 
believe that cancer is not a communicable disease, and this belief should be 
spread among physicians and the public. 

It seems, on the other hand, that cancer is a disease of the cell, perhaps even 
of the cell nucleus, which results from an intrinsic physicochemical disturbance, 
perhaps due to a chemical factor. 

This “cell disease” appears to be acquired, since it may be produced at will in 
animals. Cancer cannot, therefore, be regarded as an hereditary disease, but this 
does not imply that the inheritance of acquired characters may not play an 
important part in cancer transmission. The work of Miss Maud Slye on mice 
shows very well the importance of the factor of heredity in resistance or sus- 
ceptibility to cancer, but it concerns indirect, rather than direct, inheritance of 
cancer. 

One thus arrives at the conception of cancer as a cell disease, a special disease 
of which the primum movens is still unknown, and whose biological and morpho- 
logical characteristics appear to be distinctly opposite to those of inflammatory 
phenomena. For inflammation results from the action of so-called pathogenic 
agents which may be mechanical, chemical, or parasitic. The development of 
the inflammatory process is liable to extreme variations, according to the im- 
portance of the multiple factors which come into play, such as the nature and 
amount of the causative agent, its virulence, its affinity for the tissue, on the one 
hand, and the susceptibility or resistance of the soil on the other. 

Whatever may be the method of development the inflammatory action and 
reaction persist only in the presence of the pathogenic agent which gave them 
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birth. It is thus, for example, that nodular or ulcerous lesions of syphilitic, 
mycotic, or dysenteric nature come to a stop and heal under therapeutic action 
which causes the causative spirochete, fungus, or bacillus to disappear. Thus the 
inflammatory processes stop or even regress as soon as the agent is removed. 

Cancer, on the contrary, appears to result from the combined action of known 
and unknown causes, which produce in the cell disturbances of growth or of func- 
tion. resulting in a quasi-definitive fertility. This fertility, which is transmitted 
to daughter cells, constitutes the essential characteristic of cancer cells; it is 
found in no other morbid process. It matters little whether the occasional or 
determining agent disappears, be it chemical, physical, or living; the new char- 
acteristics of the cancer cell will continue to follow the established rhythm. The 
study of the latent phase of coal tar cancer in animals is a good illustration of 
this fact. 

Thus, the two great morbid phenomena which attack the organism—inflam- 
mation and cancer—appear to us today, from the biological point of view, dis- 
tinctly different one from the other. And perhaps it is because we have mistakenly 
tried to bring them together that the majority of investigations on the origin of 
cancer have, up to the present time, resulted only in failure. 


DISCUSSION 


Pror. FERDINAND BLUMENTHAL, Berlin: Most investigators are of the opinion that 
the causation of cancer includes several factors. Among internal factors is heredity; 
among external ones, in my opinion, belong the bacilli of the neoplastic group. This 
group was first discovered by Erwin Smith in plant cancer. Bacilli of this kind were then 
found in the tumors of a number of patients in the Berlin Cancer Institute; they were 
also found by Casimir Funk in Warsaw in a case of uterine cancer, and, in addition, in 
the Robert Koch Institute in Berlin in nearly all tumors of an Ehrlich strain of mouse 
cancer. The special affinity of these bacilli for cancerous tumors is shown by this. 

The question arises, are these bacilli a part of the cause of the cancer in the cases 
where they are found, or are they only saphrophytes which have found in the cancerous 
tumor a soil that is especially favorable for their growth? 

The latter supposition I cannot accept, for their capacity for producing malignant 
tumors, particularly in plants, but also at times in animals, raises them to an exceptional 
position. 

To be sure, I also hold firmly to the non-parasitic origin of many cancer cases, but it 
seems to me probable that the bacilli, in the cases where they are found, do represent 
one etiologic factor. Their activity consists in the secretion of metabolic products that 
promote the growth of cancer, such as lactic acid, for example. 

These products may also, as Carrel thinks, serve as direct incitors of tumorous 
growths. This would come about through the fact that they stimulate certain cells in 
the body to secrete a cancerous agent. 

This brings us to the internal factor. The latter offers the medium in which the 
external chemico-physiological or parasitico-chemical factors become active. Here we 
have already something that can be seen. The works of Carrel, Rhoda Erdmann, and 
Albert Fischer call attention to the macrophages in the blood, which apparently originate 
in the spleen. We have succeeded again and again in producing cancerous tumors and 
carcinomata by injections of extract of spleen from cancerous rats, so that one may 
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naturally assume that there is formed in the spleen a substance that is carried by the 
macrophages into the circulation, and which becomes an inciter of tumor. So active is 
the process that we have sometimes succeeded in producing cancer by means of lymph 
from cancer patients. 

We must, therefore, determine, in the complex of the causes of cancer, the part 
played by the medium, in which the cause may become active, and must learn what it 
is that constitutes this essential condition. 


Dr. WILLIAM H. WELCH, Baltimore: It is embarrassing to say that my experience 
goes back fifty years. I was working in Cohnheim’s laboratory when he was developing 
his theory and before the publication of his well known work on tumors. I also had the 
privilege of watching the development of Virchow’s monumental work, which included 
leprosy, tuberculosis and many other diseases. Nothing he demonstrated about tumors 
is more important than the bringing out the group of true tumors. From the group of 
true tumors he eliminated the infectious granulomata, including all the conditions 
included under that term. He did not think he had exactly limited and defined the 
group of genuine tumors. There were many discussions of goiter, Hodgkin’s disease, 
and it was thought that there were many kinds of sarcoma which were not genuine 
tumors. His first formulation is not in the form usually stated. It was an “anlage” —a 
word which we cannot exactly translate into English. 

I should like to see those discussing cancer take a broader conception of the Cohn- 
heim theory. He took an interest in discussing the bearing of chronic irritation on the 
development of cancer. This subject was discussed almost as much and frequently 
fifty years ago as today. Why was it certain individuals exposed to irritation developed 
carcinoma and others did not? This question was discussed by Thiersch and other 
surgeons of the day. According to this theory, as Miss Slye has just stated, only certain 
individuals who had the anlage, along with this irritation, would develop carcinoma. 
The thing to be explained is why a small number do develop tumor. 

I wanted you to know that these questions were discussed fifty years ago and much 
on the same lines as they are discussed today. Of course when Cohnheim stated his 
theory as to embryonic rests it eliminated a large group and it was predicted that more 
would be eliminated. According to his explanation these tumors arising from embryonic 
rests are not genuine tumors in his sense of that term. 

There is food for thought in the fact that nearly all pathologists agree with Dr. 
Roussy and Dr. Ewing. Lubarsch made the statement years ago. At that time it was 
felt that cancer might be parasitic, but Lubarsch thought this proposition was quite 
debatable. 

I do not think Dr. Ewing attempted to explain why we think that cancer cannot be 
due to parasites. We should keep an open mind on that subject. Dr. Blumenthal’s 
theory is not at all irreconcilable with a parasitic theory. 

Miss Slye’s work is extremely interesting and we are proud of her. Her writings 
are among the best of those on the subject of cancer, and I am glad she has had the 
opportunity of speaking this morning in her strong and forcible way. I have never been 
satisfied with the way in which the subject of heredity has been treated. 

I think with Dr. Ewing that there might be made some statement, not a controver- 
sial statement, and not so much to advance medical knowledge as to be satisfactory to 
the medical profession and the general public. 

Those who live in an atmosphere of continuous controversy between geneticists and 
environmentalists will remember that one does not get anywhere if he limits himself 
to just one side of the shield and neglects the other side. Both sides must be taken 
together; they must not be separated. The genetic side of the subject as it has been 
presented is very suggestive and helpful as indicating the way in which we should look 
upon heredity and environment. 
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Dr. J. Maistn, Louvain: I want to express my opinion again. You know what I 
think in regard to susceptibility. My opinion has been fully expressed in my paper. I 
believe in cancer susceptibility and this conviction is based on well known experiments. 

I want to say a few words also on cancer parasitic theories. [am a young man and 
it may seem somewhat presumptuous, but let us express what we know, not theories 
but facts based on experiments done in our laboratories. At the present time there is an 
enormous amount of experimental evidence against the parasitic theory of cancer, and 
few, if any, good arguments in favor of this theory. 


Miss Maun Styr, Chicago: There are two rather brief points I would like to make. 
First, one of the difficulties in the general acceptance of the hereditary factor in the 
causation of cancer has been a misunderstanding of the work, as was illustrated last 
night by Dr. Ewing when he said, “Those who are working in this field attribute the 
origin of cancer to hereditary susceptibility alone.” That is a statement I wish to refute 
without qualification. 

No worker in heredity has ever taken such a position as this. In all my reports of 
the work in the laboratory I have repeatedly emphasized the necessity of an irritation 
or stimulation acting upon the hereditary susceptibility, to produce cancer. I empha- 
sized both the susceptible soil and the irritating agent. 

Secondly, I think a great deal of the unwillingness to make any use of the demon- 
strated fact of the hereditary factor is the idea that we are going to add to the hopeless- 
ness of the cancer situation. I wish to bring up some facts that will give a more hopeful 
atmosphere. 

There are many points of great encouragement in these observations. The heredit- 
ability of resistance to cancer is a very encouraging fact, because it means that instead 
of everyone being susceptible, large numbers of people are wholly immune. Everyone, 
except those with an inherited tendency to cancer, is immune. This is certainly a most 
encouraging fact and it should be allowed to lift the fear of possible cancer from those 
who are by heredity immune to it. 


Dr. Gustave Roussy, Paris (concluding the discussion of his own paper): I ask you 
to consider two or three points discussed before or after my paper. 

The first point is in reference to the relation between cancer and heredity. With 
Miss Slye, I believe in the heredity of susceptibility and resistance to cancer, but I do 
not admit direct heredity of cancer. There is no direct transmission from parents to 
descendants, but an inheritance of susceptibility and resistance. This heredity trans- 
mits susceptibility to cancer or resistance to cancer but does not constitute an hereditary 
factor responsible for the causation of cancer. 

The second point concerns Cohnheim’s theory of the development of cancer, touched 
upon last night by Dr. Ewing and this morning by Dr. Welch. I refuse to admit that 
embryonic rests give rise generally to cancer; they will explain the appearance of benign 
tumors but they do not explain cancer. Everybody knows how very seldom these 
embryonic tumors are real malignant tumors. 

Coming to the third point, that touched upon by Dr. Blumenthal, I want to insist 
on the difference between inflammation and cancer. In inflammation the tissues and 
cells are transformed rapidly to resist the injury, or they end by dying, while in cancer 
we have quite the reverse phenomenon. When the cell is transformed by cancer, it 
acquires properties which enable it to multiply itself indefinitely, and this important 
characteristic is transmitted to the daughter cells. In the biologic field I do not know 
of any living agent which produces that phenomenon. 
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frequently been undertaken in the past 20 years that a repetition of the 

story would be of doubtful value and of intolerable dulness, for both 
myself and those to whom it is addressed. I shall, therefore, devote the space at 
my disposal to a survey of the development of the idea of specificity as it affects 
our conceptions of the cancer process. Incidentally, I shall refer to much of the 
experimental work which was undertaken with quite different objects in view. 
It was only natural that the envisagement of the cancer problems to be attacked 
by experiment was formulated in the light of our knowledge of cancer in man, 
and was directed to a solution of difficulties which had arisen during the 50 years 
preceding the discovery by Jensen and Borrel of the transplantability of the 
tumors of mice and rats to normal animals. 


ISTORICAL reviews of the developments of cancer research have so 


I. TISSUE SPECIFICITY 


One of the most fascinating of these problems was that of the tissue specificity 
which characterizes the malignant new growths in the body of the individual 
attacked by the disease. ‘The phenomenon is now so familiar to every medical 
student, that we are apt to be blind to its fundamental and striking character. 
When, for example, cancer starts in the epithelial covering of the tongue or great 
bowel, and in the course of its progressive growth tissues of quite different struc- 
ture are encountered and invaded, they are pushed aside and compressed but do 
not acquire in their proper elements any of the features of cancerous prolifera- 
tion. Metastatic nodules arising from embolic fragments of the primary growth 
arrested in the blood or lymph vessels of organs remote from the primary site 
(such as the lymph nodes under the jaw in cancer of the tongue, or the liver in 
cancer of the great bowel) repeat with the minutest fidelity the structural pe- 
culiarities of the primary growth, but do not transmit the cancer process to the 
cells of the lymph nodes or of the liver. When we reflect that the tissues which 
here seem to be refractory can themselves be the site of the primary cancerous 
transformation and that then the relations to other organs are reversed, the re- 
markable character of the restriction and the difficulties which it opposes to any 
obvious conceptions of the pathology of a process capable of such delicate dis- 
crimination, are enormous. 

An analogous limitation to the spread of the process of cancerization obtains 
between the primary focus and the surrounding cells of the same kind. At a very 
early stage in the history of every malignant new growth, accretion of newly 
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transformed cells stops, and thereafter the whole increase in size of the tumor 
takes place by multiplication of the cells already cancerous. 

A welcome clarification of ideas in respect to both these difficulties has been 
achieved as a result of the experimental studies of the past 25 years. In the 
transplantation of the carcinomata of the mouse or rat to new animals, the epi- 
thelial part alone survives and a new connective tissue support and blood supply 
are furnished by the new host. The new growth, so far as its epithelial parenchyma 
is concerned, consists entirely of cells which < « direct descendants of the 
epithelial cells in the portion of tissue grafted. ' ot surprising therefore that 
the newly formed tumor should be of the same l.ind as that from which it is di- 
rectly descended, but it could not have been foreseen, as is the case, that the re- 
production of minute, and of themselves insignificant, peculiarities of structure, 
should be so perfect as to make it impossible to say wheter we have before us 
the third or the three-hundredth passage in a long series of transplantations. 
The inference which could be drawn with considerable certainty from the con- 
stancy of structure of a primary cancer as reproduced in its metastases, namely, 
that the essential changes in cancer are intracellular and not a consequence of 
alterations of the surrounding tissues or of the body of the affected individual, 
acquires the character of a logical demonstration in the light of these experimental 
observations. 

The exceptions to this rule of constancy of structure during transplantation 
in series are few in number but of great interest. The first to which I would direct 
your attention is that of the peculiar malignant new-growths in which not one, 
but two, parenchymata can be demonstrated microscopically and by experiment. 
To a cursory examination the growths in question appear to be carcinomata with 
a rather cellular abundant stroma. A careful study shows that the stroma is 
itself the seat of independent proliferation—is, in fact, sarcomatous. Such growths 
receive the descriptive name of carcino-sarcomata or carcinoma sarcomatodes, 
and have long been known as curiosities of human pathology. Ehrlich, and after 
him Haaland and Russell, have recorded in minute detail the occurrence of 
identical mixed cancers during the propagation of carcinomata of the mouse. 
The investigations of the two latter observers leave no doubt that such mixed 
tumors arise by a secondary transformation of the stroma of ordinary carcinoma. 
Once the change has set in, the rule, which holds in ordinary transplantations, 
namely, the complete degeneration of the old stroma, no longer holds, and the 
altered stroma survives and takes part in the formation of the new tumor. It has, 
in fact, acquired the characters of malignancy and may be propagated apart 
from the epithelial moiety as pure sarcoma in a succession of normal animals. 

There is another form of mixed tumor which presents so close a resemblance 
microscopically to these carcino-sarcomata that without experimental analysis 
they cannot be distinguished from them. Glandular or squamous carcinomatous 
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areas are minutely interwoven with spindle-celled portions and it is only when the 
attempt is made to separate the cells of different kinds of transplantation to 
separate animals that the continued reproduction of the mixed structure in the 
daughter tumors forces the conclusion on us that the epithelial parenchyma is 
subject to structural variation within fairly wide limits. Drew has shown that 
such morphological variation is not the prerogative of malignant cells only, but 
that normal cells of squamous epithelium may, in tissue culture, grow either in a 
pure spindle-celled form ~ the characteristic sequence from cuboidal to 
flattened squamous eleme: — ..:th formation of keratin. 

The restricted focal origin of cancer at the primary site, with subsequent in- 
crease in size by division of the constituent cells of the cancerous focus, still 
remains enigmatical, | ut the experimental production of cancer by tar painting 
has rounded out our ‘nowledge of those features of the process which gave rise 
to embittered controversy between pathologists as to the unicentric or multi- 
centric origin of malignant new growths. 

When a relatively large area of the skin of the mouse is repeated!y painted 
with tar, squamous carcinoma develops in about 6 months in a large proportion 
of the surviving animals. Growth does not begin all over the painted area but in 
one or more centers and if these are close together, a single tumor soon forms by 
coalescence. If the growths are more widely separated, two or more separate 
cancers may be produced. Deelman has shown, however, that even when the 
first tumor is apparently solitary, a plate-model reconstruction from serial 
sections frequently shows several centers which coalesce, not by cancerous trans- 
formations of the intervening epithelium but by extension of the separate foci 
till they meet. It is reasonable to conclude that in many cases of cancer in man 
when the primary focus is solitary this state is the result of the coalescence of 
initially multiple centers placed close together. It is still not understood why 
the cancerous process does not extend to the adjacent cells in the tarred area in 
the mouse experiments, or in the analogous circumstances in “spontaneous” 
cancer in man and animals. 

Some hint of the nature of this disability of the cells in the neighborhood of a 
primary cancer focus may be indicated by a consideration of the phenomena in 
those curious conditions of relatively slight malignancy which lie on the border- 
land between the malignant and benign new growths. As is well known, primary 
multiplicity, rare in malignant tumors, is relatively frequent in those which are 
definitely benign. Cheatle has observed in a case of rodent ulcer that new 
centers arise in the apparently healthy skin, surrounding the central ulceration. 
The minute size and circumscribed character of these areas make it very certain 
that they are not derived by extension from the central mass but are examples 
of an apparently continuous formation of new separate centers of the disease 
process. 
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I have attempted to obtain information of the forces which operate to produce 
these results by experiments in which after removal of a primary carcinoma (tar 
or mammary) a course of tarring was started at another site. Similar experiments 
have been carried out by de Pienaar, Murphy, and Leitch and it is regrettable 
that complete agreement has not been obtained. In my experiments (relatively 
few in number) a second primary carcinoma was never produced. De Pienaar 
observed a certain amount of inhibition, as did Murphy, while Leitch states that 
there is no evidence of inhibition whatever. Further experiment is necessary, 
but probably all of us would agree that it is not easier to produce tar carcinoma 
in a previously cancerized animal than in a normal one. This conclusion acquires 
significance in the light of other experiments I have made in which the tarring 
of a second site was begun before the appearance of proliferative changes at the 
first. In not a few of the animals in which this has been done two primary growths 
have appeared simultaneously and grown progressively. This condition is there- 
fore one of transient increased sensibility and whether it is followed by decreased 
sensibility or merely a return to normal probably depends on details in the ex- 
perimental conditions which could only be ascertained by a long series of these 
extremely tedious experiments. 

Those conditions which have been grouped together under tissue specificity 
run through all the ramifications of the cancer problem. Together with the 
phenomena of racial specificity which will occupy the second part of this paper, 
they lend to the problems of cancer pathology a precision and intricacy which 
make them unique in the realms of scientific medicine. 


Il. RACIAL SPECIFICITY 


As soon as the fact of the transplantability in series of mouse and rat tumors 
had been established, the attempt was made to produce tumor growth in other 
species by the same procedure. Failure was complete, just as had been the case 
in the earlier experiments of inoculating human cancers into laboratory animals. 
Even the transference of rat tumors to mice, and vice versa, was found to be im- 
possible, a mere temporary proliferation, followed by absorption, being obtained. 
Slighter differences than specific (in the zodlogical sense) were apparently a 
complete bar to transference so that, e.g., a mammary carcinoma of the wild 
mouse, which could be propagated easily in series in wild mice, grew only tem- 
porarily in a small proportion of tame mice. This difficulty could be partially 
overcome if the recipients were very young, and Murphy showed that trans- 
plantable mouse tumors could be cultivated in series in the egg membranes of 
the developing chick for many weeks. Regressive changes set in a few days before 
hatching and the tumors even if included in the body of the chick soon dis- 
appeared after hatching. Similarly, Gye was able to propagate mouse carcinoma 
and sarcoma in series in new-born rats, provided that inoculation was undertaken 
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within twenty-four hours of birth, and subtransplantation within a week or ten 
days while the resulting tumor was still increasing in size. If animals in which 
such foreign tumors had receded were again inoculated with fresh material, not 
even temporary growth could be obtained. Russell showed that a preliminary 
treatment of rats with normal mouse tissues was sufficient to establish this 
primary effective resistance and the whole group of phenomena ranged themselves 
with the production of specific antibodies to foreign proteins. 

Related, but not closely analogous, reactions of much less intensity occur 
within the limits of a single species, when, e.g., mice which have withstood a 
single inoculation of tumor material are found to have acquired an increased re- 
sistance to a second inoculation of the same or another mouse tumor. By direct 
examination of grafts in such resistant animals Russell and Woglom showed 
that the failure of the grafts was due to a failure of the new stroma reaction, and 
accordingly the induction of the resistant state was without influence on the 
progress of tumors which were already established and growing progressively. 
Still more disastrous to the hopes of a therapeutic application of this acquired 
resistance to cancer in man was the observation of Haaland that even the most 
intense preliminary treatment of mice with spontaneous mammary carcinoma was 
without effect on the incidence of recurrence or metastasis, or on the success of 
autoplastic transplantation. 

The tissue and racial specificities which characterize the transference of 
malignant new growths to other individuals or other parts of the same individual, 
apparently so diverse and depending on independent mechanisms, are brought 
together in the features of the curious groups of neoplasms which occur in the 
domestic fowl, first discovered and described by Rous. Rous obtained three 
separate transplantable sarcomata of the fowl which differed from the sarcomata 
of mammals only in the fact that they could be transmitted to normal animals 
without the intervention of living cells. ‘The three strains differed in histological 
structure and these differences were maintained when new tumors were produced 
either with dried tissue or with cell-free filtrates. Inoculation into other species 
of birds or into mammals was without effect and, just as in the experiments with 
wild and tame mice already mentioned, the original race of fowls (Plymouth Rock 
for Strain I) was by far the most suitable. Direct attempts then and later to 
demonstrate a similar behavior of the transplantable sarcomata of the mouse and 
rat have failed completely, and pathologists generally have regarded the Rous 
tumors as etiologically peculiar and unrelated to the other neoplasms of man and 
animals. The attempt by Gye, a little more than a year ago, to bring the other 
cancers into line with these neoplasms of the fowl, is within the recollection of 
all. His conception of a dual mechanism, a non-specific virus and a specific 
accessory factor derived from the host, still awaits confirmation. It is, at any 
rate, not compatible with those features of cancer to which attention has been 
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directed in the present paper, features which in the past have raised insuperable 
difficulties to the acceptance of the hypotheses which have been framed to ex- 
plain the causation and nature of cancer. 

The experimental study of cancer has revealed several features of the disease, 
previously unsuspected, which as a matter of fact could not have been dis- 
covered by a study of the disease as it occurs naturally, in man or animals. 
Progress can only be delayed if these characters be ignored, nor is it unlikely that 
other peculiarities, at present unknown, will be revealed by future investigations. 
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THE CLINICAL VALUE OF CERTAIN PHASES OF 
CANCER RESEARCH 


By FRANCIS CARTER WOOD, M.D., New York City 


Director, Institute of Cancer Research, Columbia University, New York City 


HILE most of the experimental investigations on cancer in the past 

30 years have been directed toward the larger question of trying to 

determine the cause or causes of cancer with the hope of discover- 
ing a simple method of cure, there still has been a very considerable amount of 
research, the results of which have had immediate practical application both in 
the surgical and radiological treatment of the disease. I shall discuss only three 
phases of such research. 

It is some 13 years since Tyzzer showed that gentle massage of a transplanted 
mouse carcinoma greatly increased the number of metastatic nodules observable 
in the lung. This was the first experimental confirmation of what had been sus- 
pected in human beings by observant surgeons. But the number of Tyzzer’s 
experiments was small and he obtained results with only one tumor, a highly 
malignant neoplasm of the Japanese waltzing mouse. With the Ehrlich mouse 
tumor No. 11 and the Jensen rat sarcoma he was unable to obtain metastases 
by massage of the implanted growths. Rous stated that in his experiments in 
massaging mice and rats with an adenocarcinoma, no more than a regular num- 
ber of metastases occurred, but that the death of all the animals promptly 
followed. 

Time passed with no further study of the situation except in the interesting 
observations of Handley on the permeation of lymphatics as observed by him, 
especially in carcinoma of the breast and the skin melanomata. Recently, how- 
ever, the wide use of physical therapeutic methods by a group of more or less 
illiterate healers has unfortunately brought the problem again into prominence. 
The devotees of these cults frequently massage tumors in order to “drive the 
lump away.” In this they are often too frequently successful, and patients now 
come into our hospitals with extraordinary distribution of tumor cells following 
such massage and manipulation. Such victims are practically all of them beyond 
help owing to the extensive distribution about the body of the embolic particles. 

Stimulated by several such observations, one of my colleagues, Dr. L. C. 
Knox, repeated on a large scale Tyzzer’s original experiments. A great variety 
of tumors was used, both sarcomata and carcinomata. Animals were inoculated 
subcutaneously and when the tumor reached the diameter of five millimeters it 
was gently massaged for half a minute on alternate days for a period of approx- 
imately two weeks. The growth was then removed by operation to prevent further 
spontaneous metastasis. This is necessary because it is very difficult to decide 
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whether masses in the lung vessels are growing tumor particles or recently de- 
posited emboli which might theoretically die without giving rise to a tumor nodule. 
The animals were allowed to live for some time and were then dispatched, the 
lungs distended with fixative, and a series of sections examined. The details 
need not be given here. Suffice it to say that in all of the tumors in which the 
cells were small in size, such as carcinomata and some of the sarcomata, massage in 
many—though not all—of the tumors considerably increased the number of 
metastases in the lungs in comparison with the controls whose tumors had not 
been massaged. Obviously those tumors which metastasize spontancously in a 
high percentage of cases could not be expected to have that percentage greatly 
increased by massage. In such freely metastasizing and highly vascular tumors the 
distribution has occurred before manipulation is practiced hence less difference 
can be detected following the massage. Sarcomata of the dense spindle cell 
variety was not influenced by massage as might be expected from the difficulty 
of dislodging particles. 

An interesting by-product of this experiment was a demonstration which 
confirms M. B. Schmidt’s notions that many of the embolic tumor particles 
perish. If a tumor of the same type is grafted in two animals and both grafts 
massaged, the lungs of one will be found stuffed with embolic particles. If the 
other animal is allowed to live, very few growing nodules will be found ultimately 
in the lung. This shows that not all of such emboli obtain the necessary attach- 
ments to the vascular walls which enable them to obtain foothold and grow in the 
tissues. Most of them perish because, lying free in the blood stream, they are 
practically in the state of an in vilro culture and it is well known that tumor cells 
grow very poorly under these circumstances. It is necessary that the cells 
penetrate the tissues so as to obtain sufficient nourishment to enter upon any 
active growth. It is quite evident that such experiments, backed up by the un- 
fortunate human examples available, point to two extremely practical facts. One 
is that of two tumors of equal virulence, the one that is massaged is likely to 
spread throughout the body more than the one which is not so treated. This 
massage may be a perfectly involuntary one, as is the case of a carcinoma of the 
tongue where the muscular movements of the organ tend to press the cells along 
the vascular and lymphatic channels. The other point is the avoidance of any ex- 
traneous manipulation, first by the patient, second by the fingers of the examining 
physician, and thirdly during the operative procedure. Iam firmly convinced 
that an enormous amount of harm has been done in the past by the repeated 
manual examination of small superficial carcinomata of the breast. 

Another phase of animal experimentation of a practical nature was a study 
of the results following the incision of tumors. In this interesting experiment 
some 400 animals were inoculated with the Flexner rat carcinoma, a growth 
which normally metastasizes to the lungs of a given strain of rats in approximately 
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20 per cent of the animals. These 400 animals were divided into two groups. In 
one of them a slice of tissue was taken out of the tumor; the skin was sewn back 
over the growth and at the end of ten days the tumor was excised to prevent 
further metastasis. The tumors of the 2ooanimals used as controls were also excised 
at the end of ten days so as to check the formation of any further emboli. Ten 
days was selected because that was the utmost limit required for the preparation 
of a microscopic section. 

The animals were allowed to live for several months and were then killed, 
the lungs distended with fixative and examined for tumors. The percentage of 
metastases in the animals whose tumors were incised and in the controls were 
practically the same, showing, that at least in rats, using the Flexner rat carci- 
noma, no increased metastasis was caused by a carefully executed biopsy. 

This by no means suggests that every surgeon can safely excise a piece of 
any or all tumors and wait ten days, a practice not only unnecessary but without 
justification; but I think the conclusions can safely be drawn that in such a 
situation where a diagnosis cannot be made clinically and where the necessary 
operation is a mutilating one, it is better to do a biopsy and immediately 
proceed with the operation than to wait until the tumor reveals its true nature 
by its development to a stage where it may prove inoperable. 

The latter position is too frequently taken, even today. We too often see, for 
example, extensive tumors of the tongue with involvement of the cervical lymph 
nodes which have reached the stage at which no real therapy is practicable 
simply because of a slight improvement following the use of salvarsan or the 
inability of the observer to make a correct diagnosis early enough. All our 
cancer therapy turns on the avoidance of such errors. 

Radiation is another somewhat different field in which facts of practical value 
have been elicited by experimentation with animal tumors. 

In 1913 investigations were begun in the Crocker Laboratory as to the effect 
of radium on animal tumors. It was found that the lethal action of the radium 
was a direct function of the time and inversely as the square of the distance. 
But there was no temperature coefficient in the action between zero and 20° C. 
At 37° C. the tumors died quickly even without exposure to radiation. A formula 
was also published correcting the errors due to the fact that the radium was 
contained in a cylindrical holder. This correction formula, when applied, reduced 
the radium to a point source and permitted the comparison of various sized tubes. 
In addition it was found that the lethal action was a direct function of the quan- 
tity of radium employed and that the relation between quantity and time when 
plotted was a parabolic curve. When the observations were re-computed on a 
milligram-hour basis the curve assumed the shape of one-half of the probabil- 
ity curve. On logarithmic paper the observations plotted only tairly well as 
a straight line while on logarithmic probability paper the observations were 
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remarkably close to the theoretical straight line. Various animal tumors were 
found to have varying lethal points. The determination of this lethal point was 
made by inoculating small particles of tumors after exposure. 

About 1915 an extensive series of investigations was begun, X-rays being used, 
and again it was found that when the observations were plotted with the percent- 
age of tumors growing as ordinates and the time of exposure as abscisse, the 
curves were quite similar to that produced by radium. The filtration of the 
radium and the filtration of the X-ray have no effect on the shape of the curve, 
hence it was probable that this curve could be obtained by any destructive 
agent acting upon cells. This is now a well known fact, because hemolysis of 
red cells, the killing of typhoid bacilli by disinfectants, the killing of tumor cells 
by heat, the killing of the eggs of the fly drosophila by X-ray, have all been 
shown to lie in the same family of curves. 

With the X-ray it was again found that different animal tumors had very 
different lethal points. This was at a period when Seitz and Wintz had brought 
out their “‘carcinoma” and “sarcoma dose” and the best evidence in refutation 
of that idea was obtained from these animal experiments. 

With both radium and X-ray it was soon found that the dosage required to 
kill all the cells of the tumor either in vitro or in vivo was approximately the 
same. In other words, the dose required to prevent the growth of tumor particles 
after inoculation and the dose required to kill an animal tumor within the tissues 
of the host were in general between four and five light human skin erythemas. 
Using the heavier erythema dosage in carcinoma the lethal dose for all cells 
became about two and a half erythemas. 

These high values were promptly rejected by the practitioners of the art of 
radiotherapy as impossible, such workers claiming that all the cells of a tumor 
could be destroyed with but little in excess of an erythema dose. But as more 
experience has been obtained it is being slowly acknowledged that the human 
tumors and the animal tumors have about the same capacity for resistance to 
radiation. ‘The present exponents of radium and X-ray therapy are now freely 
acknowledging that a clinical cure may be obtained without destroying all of 
the cells of a tumor, but that these cells remain locked up in the dense scar tissue 
produced by radiation and may so remain in a harmless state for many years. 
Late recurrences may, however, take place, and in my own experience I have 
seen one after thirteen years of complete quiescence. 

The modern technique for treatment of malignant tumors of the cervix with 
radium applies to the tumor area about the same dosage as is required to kill all 
of the cells of a mouse tumor. 

While animal tumors can be used as biological material for standardization 
of X-ray machines, and have been so employed by a few workers, the technique 
is difficult and the number of animals required rather large. 
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One of my colleagues, Dr. Charles Packard, has recently found that the eggs 
of the fly drosophila when freshly laid are extremely sensitive to radiation and 
as the flies cost practically nothing to keep in large numbers and the eggs are 
easily obtainable, it may be that this biological material may be adopted as a 
check for radiation dosage or the calibration of ionization apparatus. It is 
certain that those who have used the animal tumors in testing their machines 
have found them useful, and I think that such use has introduced a wholesome 
conservatism concerning the power of radiation to produce permanent cures 
which has been a very valuable asset to the whole subject of radiotherapy. 

Several problems remain. One is the question of the possibility of a difference 
in the effectiveness of rays of different wave lengths. There has been a general 
assumption that highly filtered radium yielding extremely short wave Y-rays is 
more effective than the longer wave X-ray, and that the short wave X-rays are 
more effective than the long wave. Extensive experiments on these lines have 
been carried out in my laboratory with the use of an extremely accurate source 
of continuous voltage. When two wave lengths were used, one approximately 
six-tenths of an Angstrém, the other two-tenths, a range which covers the present 
clinical use of radiation for X-ray, no difference in effect on amimal tumors 
could be found when the intensity of the radiation reaching the tumor particles 
was measured by an open ionization chamber of the Duane type. This opinion 
has been criticized, chiefly by Russ and Dognon, but in my opinion Russ’ 
criticism is not valid and Dauvillier has pointed out certain sources of error in 
Dognon’s work. By applying proper corrections it was shown that instead of 
proving a difference of effect, as Dognon assumed, between the wave lengths, he 
actually proves the contrary. 

A number of the German investigators in this field have recently held that 
there is no difference in effect of the different wave lengths, so that the majority 
hold to this point of view. It is important that it be tried on other biological 
material, and such experiments are being carried on in my own laboratory. 
Should the results finally show that it is only the energy absorbed by the cell 
which is effective and that the Duane chamber furnishes an approximate meas- 
urement of that energy, then the choice of wave lengths will depend solely upon 
the amount of tissue which intervenes between the skin and the tumor. Short 
wave lengths will be employed for the deeper radiation and longer wave lengths 
for the superficial, and radium will fall into its true place, its value being largely 
due to the convenience with which it can be inserted into accessible tumors and 
there exert a powerful destructive effect while not too severely damaging the 
body as a whole. The tendency of the modern expert is entirely in the direction 
of using both agencies. 

Another important question remains unsolved, and I think its solution will 
be obtained by working on animal tumors. This question concerns the point 
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raised by my eminent colleague, Professor Regaud, who holds that very pro- 
longed, highly filtered radiation is more effective than an equivalent quantity 
administered in a short time. 

A final question still under discussion has been attacked by me experimen- 
tally, and that is the mode of action of radiation. Is this action wholly a direct 
destruction of the tumor cells or does the body of the host, especially the con- 
nective tissue in and about the tumor, take on an actively destructive capacity, 
not of a purely mechanical nature?) My own opinion has been and is that the 
connective tissues of the host have no positive capacity to damage the tumor 
cells. ‘The basis for this opinion is that the killing point of a tumor zx vitro and 
in vivo is the same, at least in animals. If the connective tissue has any positive 
capacity to aid in any way, the tumor in the animal should be killed more rapidly 
than the tumor in vitro. I do not for one moment deny that the damage to the 
terminal arterioles with the resultant diminution in nutrition and the subsequent 
sclerosis of the connective tissue which takes place under the action of X-ray 
may actually prevent the growth of tumor cells still remaining in the interstices. 
One of my colleagues, Dr. Heiman, has done an experiment of great interest in 
this connection. He has shown that a highly virulent carcinoma can be implanted 
in the center of a slow-growing fibro-adenoma of the rat and that the carcinoma 
remains for the rest of the animal’s life incarcerated in the center of this fibrous 
mass. Only so much of the carcinoma lives as the food supply permits. But if, 
after months of such incarceration, the fibroma is split open and the carcinoma 
is taken out and implanted in an animal, it shows all of its malignant qualities 
unimpaired, and rapidly kills its new host. This fact, it seems to me, strengthens 
the position of those who hold that the tissues of the host have no direct destruc- 
tive action on the tumor cells. They may protect the organism by furnishing a 
barrier through which the tumor cannot grow, but beyond that they are not 
effective. 

I think that these few examples of what may be called the practical results of 
animal experimentation have been of not inconsiderable present value in shaping 
our therapy of cancer. 

DISCUSSION 

Dr. RoLiin H. Stevens, Detroit: I was not sure whether Dr. Wood said there 

was no action upon the capillaries and no action upon the lymphatics. 


Dr. Woop: There is action on the terminal arterioles, of course, but not on the 
capillaries, and the lymphatics also escape. 


Dr. ALEXANDER Primrose, Toronto: Dr. Wood referred to the definite relation 
between the research laboratory and the clinical side of our work. It occurred to me 
that we should try to bring that about more widely, for it seems most important that we 
should apply, whenever we can, the things done in the laboratory, often without im- 
mediate bearing on clinical practice. That they have a bearing can be illustrated from 
an historical standpoint. 














WOOD: CLINICAL VALUE OF CERTAIN PHASES OF RESEARCH = 207 


Think back, for a little, to Pasteur’s work. Only a few men were able, at that time, 
to utilize his achievement; Lister was the only man who could apply it practically and 
clinically, for his colleagues had not had similar training. The great clinical results of 
Pasteur’s work were therefore postponed for a quarter of a century. I think that today 
many of the things evolved in the laboratory should be more quickly applied in clinical 
work. 

I was especially interested in what Dr. Wood said about breast cancer and massage. 
That has attracted my attention for some time. This Society might point out to the 
public that there should be no manipulation and disturbance of nodules in the breast. 

Secondly, I feel that many doctors should be informed of this, as we all know many 
of them do not handle these growths as they should. 

Thirdly, and most important, nurses in charge of these cases should be instructed to 
handle these breasts with the utmost gentleness, and without manipulation. When we 
have evidence to prove that dissemination is produced by massage, this knowledge 
should be broadcast. 

Dr. Wood referred to the question of quick sections. In various parts of this country 
a large majority of surgeons consider that quick sections afford a safe and conservative 
procedure at the time of operation. I have always believed that that is by no 
means the case. My opinion was strengthened this summer when I saw sections in a 
case in which there was some localized enlargement of the breast from chronic mastitis, 
and when this was traced down definite malignancy was found in one portion. What 
would a quick section do in a case of that kind? I am convinced that the faith some 
individuals put in quick sections today is badly placed. They have their place, but it is 
dangerous sometimes to cut into a growth, and when you do, it is not always conclusive. 


Dr. Francis CARTER Woop (closing the discussion of his own paper): The value of 
rapid section is directly proportional to the intelligence of the pathologist. If he has 
courage enough to say he does not know what a tumor is, no surgeon will be misled. If a 
positive diagnosis cannot be made from the frozen section, the surgeon should be so 
informed; then either more material should be obtained, or he should go ahead on the 
clinical evidence. Mistakes have been made, but they are not comparable to those 
which would have occurred without such frozen sections. I recall only one error from 
over-caution. It was a case of Paget’s disease, and on freezing we discovered a small 
duct involvement for quite a distance from the original growth. We had an extensive 
operation done for what was a local growth. 

It not infrequently occurs that the surgeon will not operate unless we prove it is 
carcinoma; I recall three cases in which the surgeons were unable to make a clinical 
diagnosis and yet carcinoma was shown by frozen section. 

I think that any general acceptance or condemnation cannot be made; it depends on 
the experience of those who are working. It takes an extraordinary amount of training 
and a great willingness to say the diagnosis cannot be made unless you have more 
material. It is absolutely impossible to make roo per cent diagnoses. We have been 
using the frozen section in my hospital for 25 years and are using it more and more 
every day. My assistant spends every morning in the operating room deciding what 
operation shall be done. 
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THE PRACTICAL VALUE OF RESEARCHES INTO 
THE CAUSES OF CANCER 


By Dr. ARCHIBALD LEITCH, Lonpon 


Director, Cancer Hospital Research Institute, London 


NHE first gleam of light which broke through the gross darkness in which 
the origin and the causation of cancer were enshrouded was shed by 
Percival Pott a century and a half ago. Until then, everybody believed 

that cancer was a general or constitutional disease of unvarying though unknown 
cause. Such ideas are still prevalent and may not readily be eradicated, but to 
their dominance one may justly attribute the mass of unproductive speculation 
that clouds our councils, much of the years of investigation that have been 
errant and fruitless, and not a little of the despair with which the public regard 
the whole cancer question. Pott’s immortal observation—what a little thing it 
may appear when we see spread before us the world-wide distribution and the 
appalling prevalence of cancer, a cloud no bigger than a man’s hand in the sky 

-was that chimney-sweeps were especially prone to cancer of the skin of the 
scrotum as a result of the local action of soot. Why this part of the skin, no 
more exposed to the soot than any other part of the body surface, should be 
picked out so exclusively; why chimney-sweeps’ cancer should be practically 
confined to England, and why such a small percentage of sweeps (no more than 
1 in 1,000) should be affected, are problems that are still unsolved. No one will 
attempt to minimize their importance for they are questions that attend every 
form of cancer. The pioneer, however, had established that there was a peculiarly 
localized cancer, that it was usually preceded by a simple and tractable lesion, 
a wart, from which it slowly and imperceptibly evolved, and that a definite 
causal agent could be implicated convincingly if not with absolute certainty. It 
was my good fortune, three years ago, to give the experimental proof of the 
cancer-producing property of soot. The mechanical action of the particles could 
be excluded as a causative factor, for animals living amongst soot or to the skin 
of which soot was applied, remained unaffected, but when we mixed the soot 
with the fatty secretion of sebaceous glands a fraction passed into solution which 
was highly effective in producing cancer of the skin. Of the lessons to be learned 
from this particular form of cancer it may be appropriate here to mention one. 
The amount of active agent in operation must at all times be incredibly minute 
in the case of the human subject—just such a tiny fraction of the few imponder- 
able grains of soot present as can be dissolved in the oily constituent of the 
almost imperceptible moisture on the skin surface. It would be as far beyond 
chemical analysis as the amount of gold in a drop of sea water. And yet it is 
sufficient, acting year in and year out, to produce a reaction which we call cancer. 
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Pott’s observation, corroborated indeed by others, but left with its insistent 
questions unanswered, remained unique for exactly a hundred years. It stood as 
the solitary known instance of a form of cancer associated with a definitely 
ascertained causative agent. In the last fifty years, however, slowly and with 
long pauses between, there have accumulated a number of analogous examples, 
and with recent years, mainly as the result of experimental investigation, they 
have assumed great importance. Though in themselves these particular cancers 
may be of little practical interest, since, by comparison, the gross mortality from 
them is negligible, the lessons to be learned from their study, from their causes, 
from their evolution may point the way to the discovery of the various causes 
of, and to the appreciation of the early and remediable stages in, the more 
common and prevalent forms of cancer. Let us consider briefly some of these 
examples. 

In 1775 Volkmann of Halle described a few cases of cancer of the anus and 
scrotum occurring in workmen in the lignite distillation plants who had been 
exposed for several years to the action of crude oily products that have been 
described indifferently as tar or paraffin. Only a very few such cases have been 
recorded and for the last 40 years no more has been heard of the occurrence, 
possibly owing to the fact that some change in the technical processes has pro- 
tected the workers against soiling by the crude products. More striking examples 
have been known for at least 50 years in a small area in Scotland where mineral 
oils are distilled from shale, and recently Scott has given us the results of his 20 
years’ study of the conditions under which these cancers develop, so that we 
now know and can recognize the earliest changes in the skin that long precede 
the appearance of the cancer. Further, crude mineral oils of a different class— 
the petroleum oils—have definitely been implicated as cancer-producing agents 
in workmen engaged in refineries in Czechoslovakia, Galicia, Silesia, France, the 
United States, and England. With these crude shale and petroleum products we 
have produced simple and malignant tumors, carcinoma and sarcoma as well, 
quite readily in animals, so that, although the instances in man are few and 
scattered, the relationship between effect and supposed cause has been indubi- 
tably established by experiment. Indeed, experiment has gone farther than mere 
substantiation of clinical observation, for our investigations have shown that 
refined mineral oils, previously unsuspected, may retain the cancer-producing 
property found in the crude products. The practical value of such work lies in 
the fact that much larger numbers of people are exposed to refined oils than to 
crude oils. Recently in England it was discovered that cotton spinners, and 
almost exclusively the mulespinners, are abnormally liable to cancer of the scrotum 
and anus, and we have been able to show that in their case this was due to the 
continual soiling of the parts with the minute droplets of mineral lubricating oil 
thrown off by the rapidly revolving spindles. In view of this demonstration, 
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similar cases are now coming to light in other industries where soiling with mineral 
oil is common and the worker is exposed to it for several years. 

We have long been familiar, too, in England with the occurrence of skin 
cancers in workmen engaged in the distillation and use of coal tar and in the 
manufacture of patent fuel from pitch. The incidence of epithelioma is perhaps 
higher amongst these than in any other of the dangerous occupations, and we 
have had good opportunities of observing the long periods of exposure necessary 
for the induction of cancer, the variability of individuals, and the precancerous 
conditions. It may be said that the clinical knowledge of cancer in tar workers 
formed the starting point of these experiments of Yamagiwa and Ichikawa which 
have been so extensively developed within recent years and which have opened 
so many avenues of useful information. It would take too long even to mention 
the observations that have been made experimentally with coal tar but some 
of the main deductions will be referred to later. 

In the seventies, Maxwell, a medical missionary in Kashmir, directed atten- 
tion to the frequency of cancer of the skin of the thighs and abdominal wall 
among the natives in that part of India. This he attributed to the custom of wear- 
ing an earthenware pot containing burning charcoal under their robes on account 
of the winter cold, and the cancer is usually known as Kangri cancer. His suc- 
cessors have amplified our knowledge of the disease. Owing to the frequent 
destruction of the wicker covering, these heated pots come into direct contact 
with the skin and burn wounds result. Cicatrices and indolent ulcers are very 
common. More proliferated lesions, such as multiple single wart formations, 
are not rare, and often progress to epitheliomata. Here again we have an instance 
of oft-repeated stimulation—namely, heat—over a period of years bringing 
about the reaction of neoplasia. A similar thing has been found, though very 
rarely, on the skins of locomotive engine drivers in England owing to the intense 
heat of the furnace fires. 

The medical missionayies in the East have made us familiar with another 
form of cancer attributable to a more or less definite cause, namely, betel cancer. 
Betel-chewing is an old established habit widely prevalent in the Orient. The 
substance chewed is composed of the betel leaf, tobacco, areca nut, and lime: in 
all probability the last ingredient is the chief harmful agent. ‘The cancer is 
found on the inside of the cheek and on the gums where the “chew” rests, and it 
is preceded by a leucoplakic condition and flat warts. We have knowledge of its 
prevalence in southern India, Ceylon, the Philippine Islands, and Formosa, but 
though betel-chewing is indulged in by millions of men, women, and children, 


we have no records of betel cancer except from these places. The association 
between the buccal cancer and the local stimulant would seem to be causal, but 
so far as our own information at present goes we must conclude that the sub- 
stances are relatively weak cancer-producers. 
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The number of X-ray workers who have fallen victims to cancer of the hands 
as a result of constant exposure to unscreened rays is a dramatic demonstration 
of the cancer-producing property of a definite agent. The changes in the skin 
that long precede the appearance of cancer, the fissuring of the epithelium, the 
indolent ulcerations, and the irregular warty proliferations are well known and 
recognized, as is also the great tendency to multiplicity of independent growths. 
It is highly probable that the lessons so expensively acquired and with so much 
suffering by the older generation of radiologists will prevent the occurrence of 
this cancer in the future. It hardly needed the laboratory confirmation that it 
has received to establish the relationship between cause and effect. It may be of 
interest to mention that it was by this medium that cancer was first produced 
experimentally in animals. French observers, Marie, Clunet, and Raulot- 
Lapointe, obtained a sarcoma in a rat exposed frequently for many months to 
X-rays, the tumor arising some time after the applications had ceased. The 
claim was disputed on the grounds that in man the X-rays induce only epithe- 
lioma and that the rat tumors appeared long after they had been suspended. I 
have seen a sarcomatous nodule on the back of the hand of a radiologist, and our 
experiments in delayed effect have convinced us that the second objection is not 
serious. It would appear that the X-rays form the most rapidly acting cancer- 
producing agent in man that we have yet defined, as well as being the most 
intense. 

In all these examples I have cited to you the cancer is a reaction occurring 
locally where the causal agent has been applied, and in all cases, though the 
agents have been quite dissimilar, the resulting cancer is identical in all respects. 
There are two other forms of cancer attributable to a known agent which seem 
to differ from these. 

1. Forty years ago Jonathan Hutchinson called attention to a condition now 
well recognized by radiologists, namely, the tendency to the development of 
epithelioma in patients suffering from psoriasis. He showed that the two condi- 
tions were quite independent but that the epithelioma was produced by the 
arsenical preparations used for the treatment of the psoriasis when these drugs 
had been used for long periods. ‘The same thing occurs in arsenic workers. I 
have seen men who have long been engaged in the manufacture of weed-killer, 
sheep-dip, and various commercial preparations of arsenic who exhibited at one 
and the same time a whole series of skin lesions from the trivial to the serious, 
localized hyperplastic patches, small horny warts, ordinary papillomata of 
various sizes, transitional warts and ulcerated epitheliomata. The arsenic taken 
into the body by ingestion or inhalation is excreted in the skin all over and con- 
sequently the neoplastic reactions may be widespread and multiple and there is 
no particular area of the skin that is more liable to be affected than another. 
We have produced epithelioma in mice by applications of weak arsenical solutions 
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but these animals, generally so susceptible to other carcinogenic agents, are 
apparently less susceptible than men to this particular substance. We have no 
evidence that arsenic has this cancer-exciting action on any other tissue than 
the skin. 

2. Aniline workers’ cancer is confined to the urinary bladder. The liability 
of dye-workers to develop cancer of the bladder has long been recognized in 
Germany and Switzerland and it is making its presence obvious in the mortality 
returns in England. Despite much study of the question in Germany and a 
considerable amount of experimentation on our own part, we do not yet know 
what particulardyestuff or what preliminary chemical product is to be implicated. 
It is possible that several different compounds may be responsible for the con- 
dition. Whether these gain access to the system through the skin, by ingestion 
or by inhalation we do not know, but at any rate it is obvious that the noxious 
substance has a selective affinity for the bladder mucous membrane or that the 
active agent is some final product that is formed in the urine in the bladder itself. 
The lesions are confined entirely to the bladder and are not found in other 
parts of the urinary tract. It would seem that the cancer is preceded usually if 
not invariably by villous papillomata. 

There are other instances that might be mentioned of more or less definite 
cancer-producing agents but these are the most familiar. Putting together the 
main points gained from a study of these forms of cancer and some of the re- 
sults that have been gleaned from recent animal experiments where we can 
order our conditions with precision, we have something concrete to guide us, 
something surely established, when we approach the investigation of the more 
prevalent forms of cancer where we know nothing definite of the causes and 
little of the preceding or preliminary conditions. 


I. THE PRODUCTION OF A CANCER IS A VERY SLOW PROCESS 


In the occupational cancers and in X-ray cancer we can find out in most cases 
how long the individual affected has been subjected to the action of the cancer- 
producing agent and in all those in which we have exact records the time necessary 
for the production of cancer is to be measured in years. Very rarely indeed is it 
less than 10 years, and in the average it is about 40 years. The best statistics we 
have on this point have been elicited by a recent Government inquiry we have 
had in England on mulespinners’ cancer and it is typical of the others. Perhaps in 
pitch-workers’ cancer the average is shorter on the whole but the figures are small. 
My impression is that the preparatory period in X-ray cancer is the shortest, but 
in all cases it is a matter of several years. In experimental work with mice the 
times vary somewhat with different agents. ‘Thus in one case I have induced a 
malignant tumor in 37 days with pitch, and in another case the earliest took 19 
months with a mineral oil. Even with one and the same agent the times vary 
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enormously in different individuals, but in comparison with the life span of mice 
the time is always very long. Experiment has demonstrated quite clearly that 
the reason why cancer occurs most frequently in middle or old age is that the 
responsible agent takes so many years to produce its effect. Thus if we take two 
series of animals, one old and the other young, and subject them to the action 
of the same carcinogenic agent, say coal tar, we find that the cancer will appear 
as early or as late in the one case as in the other. Seeing, therefore, that in all 
the instances where we know the causal agent the time of preparation of the 
cancer is measured in years, and taking into account the fact that the different 
agents all produce the same kind of cancer, we can justifiably deduce that 
similar cancers in which we do not know the cause must have had an equally 
long preparatory period, and when we seek to find the causal agent we must turn 
our minds to the consideration of something that has acted over a great length 
of time. 


Ir. CANCER IS THE TERMINAL PHASE, OR EXTREME PHASE, OF A REACTION 


During the earlier years of exposure to a cancer-producing agent there is no 
detectable evidence, nor is any to be expected, of a change in the tissues on which 
the agent has been in operation. Even the microscope fails to reveal anything 
that seems of serious import. In our experiments we can find no constant feature 
that would enable us to recognize a potentially cancerous tissue at this stage. 
Eventually changes appear: local hyperplasia, small ulcerations or fissures, 
simple wart formations, and these are as characteristic of man in the instances 
already mentioned as they are of experimental animals. We must not push the 
analogy too far. Even in animals, though it is rare in our experience, the first 
suspicious sign may be the malignant tumor itself;or the preliminary stages may 
be exceedingly brief instead of the gradual evolution we usually obtain. In human 
cases in general the preliminary stages for the most part are unknown: they may 
not exist or they may not have been observed by the patient, but one feels that 
a more systematic investigation would elicit their presence. Now the process 
may be arrested at the stage of simple tumor formation: the papilloma may 
remain as such until the death of the individual. 

The causal agent need not remain in action until the appearance of the ma- 
lignant tumor. We have shown experimentally that we can suspend the applica- 
tions after a certain time, yet while there is no visible reaction on the part of the 
tissues, and in the process of time precancerous conditions will develop, simple 
tumors will arise, and epithelioma will make its appearance just as if the agent 
had been in operation over the whole period. ‘This is a very striking fact, and we 
have corresponding instances in the human subject where carcinoma has arisen 
in the characteristic localities years after the individual has been removed from 
all contact with the cancer-producing substance. We may safely conclude from 
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these observations that the tissue cells have been so altered, in some way that 
we do not yet know, that they have acquired, or regained, the power of limitless 
proliferation—a potentiality which may lie dormant for many years. And we 
shall draw from this the subsidiary conclusion that in searching for the unknown 
causes in other forms of cancer we may expect to find that they have ceased 
operation in some cases long before any lesion was evident. 


III. ONLY A VERY SMALL NUMBER OF THOSE EXPOSED TO THE ACTION OF A CANCER- 
PRODUCING AGENT DEVELOP CANCER OR INDEED ANY OF ITS PRECEDING MANI- 
FESTATIONS 
Naturally the agents will differ among themselves in their potency, and of the 

numbers subjected to one and the same agent there are striking differences in the 
extent of individual responses. In our experimental work where we can concen- 
trate the intensity of the stimulation we may get approximately too per cent of 
positive results with some agents and sometimes as few as 1 per cent with others, 
and further, if we take a large number of animals and subject them toone particular 
cancer-producing agent we shall find that one will develop papillomata which 
will remain simple, another will develop a carcinoma in a few weeks, still another 
will be resistant for many months, and some may not react at all. In the human 
subject there are similar variations. Of the known agents X-rays seem to have 
given the highest proportions though we have no exact figures on the point. In 
chimney-sweeps, for example, only 1 in 1,500 is affected. ‘The incidence in mule- 
spinners is rather less. From what we know in man it is reasonable to conclude 
that for every case in which cancer develops there must have been a thousand or 
more who have been subjected to the same agent and yet have escaped entirely; 
and we may draw the further conclusion that at all times the operating causes of 
cancer must be extremely common. Now why do so few succumb and so many 
escape, and why is there such variation among those who respond? 


IV. THERE IS NO GENERAL OR INHERENT SUSCEPTIBILITY TO CANCER-PRODUCING 
AGENTS 

It is a matter of clinical experience that if a malignant tumor be completely 
removed so that the patient lives without recurrence of the original growth, he is 
no more prone to develop a second independent cancer elsewhere than is another 
individual. 

Dr. Murray hasalso demonstrated this fact experimentally inanimals. He found 
that if he removed mouse tumors, either spontaneous cancers or those produced 
by coal tar, and subjected these animals subsequently to repeated applications 
of tar, it was always difficult to induce a second neoplastic response. So far from 
being easier or quicker, it was rather the opposite. Again, it is no easier to induce 
a tumor in an old animal than in a young animal. Nor can we ally any antecedent 
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circumstance or environment with the faculty of responding to a cancer-produc- 
ing agent. There is a radical difference between cancer and microbic diseases in 
this respect. 


V. CARCINOGENIC AGENTS ACT IN EXCEEDINGLY SMALL QUANTITIES 


The amount of soot, tar, pitch, mineral oils, and the rest of them, in action at 
any time is hardly detectable. We shall, therefore, expect that the difficulties that 
will face us in endeavoring to ascertain the unknown agents responsible for the 
great mass of cancers will be of the first magnitudeand will long defy chemical in- 
vestigation even if they happen to be substances foreign to the economy. Again, 
if these substances be pathologic products elaborated in the body, as one im- 
agines is most frequently the case, their chemical analysis will prove more diffi- 
cult still. 


VI. CANCERS, TO ALL INTENTS AND PURPOSES IDENTICAL, MAY BE THE RESULT OF 
WIDELY DIFFERENT CAUSES 


It is obvious from our experiments that the course of events and the kind of 
cancer resulting, namely, squamous cell carcinoma, is the same whether we use as 
carcinogenic agent coal tar, mineral oils, arsenic, certain synthetic preparations 
we have elaborated, nematode worms, or other substance. Looking only at the 
result, we could not possibly determine the causal agent. The same thing applies 
to the forms of industrial cancer that I have already mentioned. We may, there- 
fore, expect a similar diversity of causes obtaining over the whole range of cancers, 
and it will be only by a consideration of attending or preceding circumstances in 
particular cases that we may hope to succeed in identifying the particular causes. 
On the other hand, we have produced such dissimilar cancers as squamous cell 
carcinoma and sarcoma by one and the same agent. And I may end this section by 
the statement that all tissues are not responsive to any definite cancer-producing 
agent. Even when one tissue, such as the skin, re-acts, some parts of it are more 
susceptible than others. Glandular epithelium in general is not responsive to the 
agents which induce cancer of the skin. It is probable that carcinogenic agents 
have selective properties. 

When we know the causes of groups of cancers we can do a great deal to pre- 
vent their occurrence, and that, I take it, is the ultimate aim of every experi- 
menter. Until the time comes when this is within the sphere of the practical, 
however, we may do much to defeat that disastrous consequence by a study of 
the earlier phases of reaction before the development of cancer. When we can- 
not ascertain the prime causal agent—and in the great majority of cancers it is 
beyond us at present to ascertain this agent—-it is obvious that we cannot with 
certainty recognize an early precancerous stage. It then becomes a matter of 
determining by statistical studies, carried out over a number of cases, the liabil- 
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these observations that the tissue cells have been so altered, in some way that 
we do not yet know, that they have acquired, or regained, the power of limitless 
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will be resistant for many months, and some may not react at all. In the human 
subject there are similar variations. Of the known agents X-rays seem to have 
given the highest proportions though we have no exact figures on the point. In 
chimney-sweeps, for example, only 1 in 1,500 is affected. The incidence in mule- 
spinners is rather less. From what we know in man it is reasonable to conclude 
that for every case in which cancer develops there must have been a thousand or 
more who have been subjected to the same agent and yet have escaped entirely; 
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of tar, it was always difficult to induce a second neoplastic response. So far from 
being easier or quicker, it was rather the opposite. Again, it is no easier to induce 
a tumor in an old animal than in a young animal. Nor can we ally any antecedent 
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circumstance or environment with the faculty of responding to a cancer-produc- 
ing agent. There is a radical difference between cancer and microbic diseases in 
this respect. 
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will face us in endeavoring to ascertain the unknown agents responsible for the 
great mass of cancers will be of the first magnitudeand will long defy chemical in- 
vestigation even if they happen to be substances foreign to the economy. Again, 
if these substances be pathologic products elaborated in the body, as one im- 
agines is most frequently the case, their chemical analysis will prove more diffi- 
cult still. 


VI. CANCERS, TO ALL INTENTS AND PURPOSES IDENTICAL, MAY BE THE RESULT OF 
WIDELY DIFFERENT CAUSES 


It is obvious from our experiments that the course of events and the kind of 
cancer resulting, namely, squamous cell carcinoma, is the same whether we use as 
carcinogenic agent coal tar, mineral oils, arsenic, certain synthetic preparations 
we have elaborated, nematode worms, or other substance. Looking only at the 
result, we could not possibly determine the causal agent. The same thing applies 
to the forms of industrial cancer that I have already mentioned. We may, there- 
fore, expect a similar diversity of causes obtaining over the whole range of cancers, 
and it will be only by a consideration of attending or preceding circumstances in 
particular cases that we may hope to succeed in identifying the particular causes. 
On the other hand, we have produced such dissimilar cancers as squamous cell 
carcinoma and sarcoma by one and the same agent. And I may end this section by 
the statement that all tissues are not responsive to any definite cancer-producing 
agent. Even when one tissue, such as the skin, re-acts, some parts of it are more 
susceptible than others. Glandular epithelium in general is not responsive to the 
agents which induce cancer of the skin. It is probable that carcinogenic agents 
have selective properties. 

When we know the causes of groups of cancers we can do a great deal to pre- 
vent their occurrence, and that, I take it, is the ultimate aim of every experi- 
menter. Until the time comes when this is within the sphere of the practical, 
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beyond us at present to ascertain this agent—it is obvious that we cannot with 
certainty recognize an early precancerous stage. It then becomes a matter of 
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ity of certain local pathological conditions to pass into malignancy. In some situa- 
tions and with certain types of morbid states this percentage of calamity may be 
small and negligible, whereas in others it may be very large. Numerous examples 
will occur to the mind of every physician, but instead of leaving it to the im- 
pressions of the individual we must have the information as exact as it is possible 
to make it, so that the surgeon, knowing the liabilities involved, may by simple 
methods be able to prevent the onset of cancer. 
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THE PREVALENCE OF CANCER AS REVEALED BY 
MORTALITY RETURNS AND AT AUTOPSY 


By Proressor W. M. pE VRIES, AMsTerpDAM 
President, Netherlands Cancer Institute; Professor of Pathologic Anatomy, University of Amsterdam 


N preparing my paper on “The Prevalence of Cancer as Revealed by Mor- 
tality Returns and at Autopsy,” I have tried to ascertain the real knowledge 
we possess of this subject. 

A great number of scientists and physicians, as well as statisticians, have been 
interested in the prevalence of cancer, and a great many publications are to be 
found in literature—so many, indeed, that it is impossible for me to give an 
abstract of literature on this subject in the short time I am allowed for my paper. 

I can give you only my own opinion, which is based on literature as well as 
on my experience in cancer, as I see it in the postmortem room. 

From the beginning of my professorship in morbid ayatomy at the University 
of Amsterdam in 1909, I have been interested in cancer; in these 17 years more 
than 1,200 cases of carcinoma have been found at autopsy in my laboratory and 
most of these cases I have studied myself. Such a large number of autopsy cases 
is valuable material; only it is rather difficult to see its exact and real value, that 
is, not to overestimate nor to underrate its importance. 

Iam going to use the terms “ cancer” and “carcinoma” in the same sense, mean- 
ing the epithelial malignant tumor that is called “carcinoma” by the pathologist. 

My autopsy tables contain only cases of carcinoma; other malignant tumors 
are excluded, because they are less frequent (+ 200) and may follow other laws, 
regarding age and localization, than carcinoma; in mortality tables we find cancer 
and other malignant tumors together. However, in these tables the other malig- 
nant tumors are also rare; for instance, in the latest Report of the Statistical 
Bureau of our Kingdom we find for 1924, 295 cases of sarcoma against 7,844 cases 
of carcinoma (other still rarer tumors, as glioma, included). We may safely admit 
that this small number of sarcoma cases does not increase the existing inaccuracy 
of mortality returns. I use for my argument principally the autopsy tables of my 
laboratory and the mortality returns of Amsterdam and of the Netherlands. I 
hope you will find them sufficient for judging the value of these statistics in 
general. I can refrain from mentioning mortality returns of other countries, 
as Deelman is going to speak about cancer in different races. 


I. CANCER AT AUTOPSY 


I will begin laying before you the facts regarding cancer as revealed at autopsy 
in my laboratory, and then proceed to discuss their value and the value of 
analogous statistics for our knowledge of the prevalence of cancer. It is necessary 
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to give some particulars about my laboratory and the hospital, because autopsy 
statistics largely depend on these. 

My laboratory is in the Binnen-Gasthuis, a general hospital in the oldest part 
of Amsterdam, that has served as such since 1579. It is a university hospital and 
it has wards for internal medicine, surgery, neurology, dermato-venerology, 
otorhinolaryngology and children’s diseases; it has no wards for infectious dis- 
eases, psychiatry, ophthalmology, gynecology, or obstetrics. 

The distribution of the beds is shown in Table I. 


TABLE I.—NUMBER OF BEDS ASSIGNED TO DIFFERENT WARDS 











Males Females Children 
Etter) INOMICING. ... 0. cc cc ce cseeccncss 110 100 Total 
MIR a. 56:00 4.348 Vek no la ere ee hae wma 20 32 Number 
TRGPVOUS GIBEASES. 2... ccc esewe. 54 | 47 118 
NN gala hr ipiicsusi 8% dears SA Seale are ROA bel 93 | 70 
Otorhinolaryngology..................... 9 | 9 
Dermato-venerology..................... 43 47 | 
| RR rate Sean are nen ai 329 305 | 118 


From September, 1909, to February, 1926, 8,500 autopsies have been per- 
formed with 1,249 carcinomata (14.7 per cent). Most of the diagrams in this 
paper relate to the years 1910-1925, a period of 16 years with 8,295 autopsies 
and 1,215 carcinomata. 

Although there is an almost equal number of beds for males and for females 
(329 and 30s), there is a large difference in the number of autopsies of males and 


females (Table IT). 
TABLE II-—AUTOPSIES 


Age Males Females 
NIN a5 3.575 m2 Seo eccth amioih eraselnelnce + Oia. aale tan ak ea aiwit eles go2 640 
J. erie eee Ay ON aee Ree oe re eee ee 1,929 1,311 
MS oe area eyo eh hae iene eer caw nia Rees 5,027 3,329! 


1Age unknown in 144. 


In general there are 3 autopsies in males against 2 in females. However, in 
carcinoma it is especially the ages of 40 years and over that interest us; for this 
period of life the ratio in the number of autopsies is the same: that is to say, 
there are 3,097 autopsies in males, and 2,018 in females. In old age the ratio 
changes, and we have the following: between the ages of 71 and 80, 512 autop- 
sies in males, 412 in females; above the age of 80, 111 autopsies in males, 152 
in females. 

The number of autopsies in relation to age and sex are found in Table III, 
which also contains the number of carcinomata in these periods of life. 
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TABLE III.—AUTOPSIES IN RELATION TO AGE AND SEX 

















| Males Females 
Age : “ ee | 
Autopsies Carcinoma Per Cent Autopsies | Carcinoma Per Cent 
21-30 416 6 1% 2907 - | 2.4 
31-40 | 488 31 6.4 304 | 28 | 9.2 
41-50 639 103 16.1 412 | 56 13.6 
51-60 924 199 21.5 49° 108 22.0 
61-70 gol 292 32.9 550 114 20.7 
71-80 | SII 152 29.5 414 83 19.8 
81- III 27 23.4 | 152 25 17.1 
Age unknown | 12 | 6 
Total 822 | | 427 


If we take the fortieth year as a limit, the relation as to age and sex in 8,500 
autopsies is shown in Table IV. 


TABLE IV.—RELATION TO AGE AND SEX WITH FORTIETH YEAR AS LIMIT 




















Males Females 
Age j | 
| | 
Autopsies | Carcinoma Per Cent | Autops‘es Carcinoma Per Cent 
o-40 | 1,929 | 37 19 | 1,311 35 2.7 
41-more 3,097 773 25.0 } 2,018 386 19 1 
Age unknown | 12 6 
Total | 5,027 822 16.2 | 3,329 427 12.6 


In 145 autopsies age was unknown. 

In these tables there are some peculiarities: 

1. The well-known influence of age in the prevalence of carcinoma. (Compare 
Figure 5, p. 245 and Table XV, p. 234.) 

2. A larger number of autopsies in males than in females (ratio 3:2), when the 
number of beds for each sex is almost equal (329:305). 

Dr. Stumpff, the director of our hospital, tells me that in the number of the 
deceased in the same period approximately the same ratio is found. In 11,202 
deaths there were 5,406 males, 4,186 females, and 1,610 children (10 years and 
less). The ratio of males to females was 3:2.32. Evidently, the mortality of 
males in our hospital is higher than that of females. 

I will not try to explain this peculiarity; if, however, we see in the tables the 
figures for carcinoma in general and carcinoma of the different organs in males 
and females, we must not forget the relation in the number of autopsies. 

3. The number of the deceased and its relation to the number of autopsies 
gives one more problem. In the period 1910-1925 the number of deaths in our 
hospital has not been the same in each year; the numbers are given in Table V. 








tg 06 














Sre‘z | Sxrs‘z 8 88 sg 69 IZ gs 69 z9Q tg gL 89 9s LL 99 s[ejOL 
¢ { ¢ I I e- fF ges eee } ‘plolAy 
\ ee eee ee ic wi ‘prorAyy, 
f ¢ I | I I | ee } 
Ss 4 | ‘sasnuIs puv dSONT 
. | : 4 rrrt ss cane 
‘sasnuls puv asON 
(| ¢ I I fe f fF iene y ‘xud 
ze 3 -1vyd pure ynojy 
\ 6z z I z ¢ I ¢ I ¢ + z I z ¢ I onset ee Ee 
-1eyd pu y Noy 
cp Pt ¢ ¢ z I z zt I mada | 
oie b y + s z I ¢ I I z + I “ur ‘Suny 
9 z I I gd Ble } ‘Aoupry 
° 9 I z I I I “our Kgupry 
o¢ { = I I I I £ I z I ee ¢ Ff fF. £ Heese } ‘seadueg 
~ \\ gt I z I z ¢ ¢ z I I I I “** "ur ‘seaiueg 
QI (|g! I zt I I z z I I I I eS. ieee *SAIBAO 
- 6 {! I “+ y ‘speque3 “yxq 
Oo \ 8 I : I I z I Pa ‘WU ‘s[e}IUas “xq 
xz r 6 I t z x t t 1 1 pana etsy vey 
ial gf < ‘roppryq Aeuug 
Z. || Lz z $ z ¢ ¢ z g I I z z ens i = 
S ‘soppefq Areuny 
oO te | tP ¢ ¢ 9 ¢ ¢ v z z I z z z Zz ¢ ge. proses uw ‘a}e}sO1g 
: 9 I I I I I I y Bo URS “* "yy SIOAT 
| 3! \| ez I z I I z I z I I eres fe 
O re j| ev $ z v + $ ¥ z I s I ¢ $ I **y ‘roppeyiq [[eD 
7. wm AVES I z z I z £ ‘ut ‘1appeyq [[TeD 
< , {je z I z I I s | 8 I "tg Ssjonp apg 
0 9 i on z z I I I z z z I ** ur ‘sjonp aIg 
9 I I I I I I ee eee “* "; ‘UlyS 
8 {; . : ae ee eee Wee es “ut ‘UT¥S 
or . 8 z z 6 L z z I + ¢ € + : 1 s ae! ae 
\| I I “wr YsBolg 
ie | Lez ¢ I z z z ¢£ I . ¢ z a a: . Jere “+7 ‘sniaq9Q 
= I 4 Piece ne j ‘xuAle'T 
8? 1 zz z z I I + z z $ z e 43% £ “ur xuAre'T 
| sereeesy OnZuoy, 
~ 1) ez I ¢ + I z z ¢ 22 z “ross ur gnsuoy 
121. 89 8 g z $ € ¢ z I 9 s 9 9 z s | £ £ "+7 Sunsaquy 
“"\| €or 8 9 6 $ $ $ S $s $ ¢ £1 8 v 6 | 9 £ “** "ur ‘QuI}saqUy 
zs1 1 92 I I zt I I z I I + | “+ +z ‘snSeydosqp 
= Vote L oI L 9 II oI zI 9 8 $ 6 8 L 1 | «6 or (* ‘ur ‘sn8eydosyy 
zor, 422 ol L II 8 8 g 6 L ¥ s 6 $ 8 or | zI 9 "ees" ye “BUTTS 
° ~~ \| $o€ 1z zz 6z fz 61 zi FI 61 SD oz Lt gl gt zz | «(OI 6r °° ** ur ‘YdBUIOYS 
Dy ben [®30.L $zo1 ez01 7261 zzO1 1761 ozo1 O101 gror £101 g161 S101 F101 £161 zi6r1 | 1161 o1o1 sues19 


Sr61-0161 WVCUALSNV “XAS GNV SNVOUO GNV SUYVAA Ad ASHOLAV LY YFONVI—IA ATAVL 





OO 


/ 


66 


Totals 


eer 





DE VRIES: THE PREVALENCE OF CANCER 221 


TABLE V.—NUMBER OF DEATHS IN RELATION TO AUTOPSIES 























Year Deaths Autopsies | Per Cent. Carcinoma * 
1910 602 512 | 85 66 12.8 
IQII 620 539 87 77 14.3 
Igt2 619 522 84 86 16.5 
1913 598 471 89 68 14.4 
1914 620 508 82 73 14.4 
1915 708 591 83 84 14.2 
1916 700 505 2 62 t.3 
1917 857 566 66 69 2.2 
1918 953 559 59 58 10.4 
1919 822 578 70 71 12.3 
1920 768 554 72 69 12.5 
1921 700 518 74 85 16.4 
1922 750 498 66 88 t7.7 
1923 642 428 67 go 21.0 
1924 614 462 75 84 18.2 
1925 629 484 77 85 17.4 
11,202 | 8,205 74 1,215 14.6 


The numbers for carcinoma do not include 16 in which only metastases and 
no primary carcinoma has been found. (Compare Table VI). 

The percentage of autopsies is rather high, compared with other hospitals in 
our country and in the United States. 

Although the number and the distribution of the beds in our hospital have not 
changed in these years, we see in the second column an increase in the number of 
deaths in war and postwar time, that had its maximum in 1918, the year of the 
Spanish influenza. The number of autopsies in the third column, however, has not 
changed in an identical way, and does not exceed 578 (in 1919). 

In the fourth column we see the result: the percentage of autopsies is varying 
in the successive years between 66 and 87 (in the year 1918, Spanish influenza, it 
was only 59 per cent). 


Table VI. Note that autopsies in females are only as 2 is to 3 of the autopsies in males. 
The table indicates the total number as 1,215. This is not quite correct. Sometimes we 
see at autopsy two, rarely more, primary cancers, eé. g., cancer of the stomach and cancer 
of the skin. I have known 17 such cases; they appear twice in my table. There are other 
cases in which we are not sure whether there are two primary cancers, or whether there is 
only one with uncommon metastasis. For instance, we sometimes see two cancers of the 
cesophagus—both may be primary or one may be a metastasis of the other; cancer in both 
breasts—both may be primary or one may be a metastasis of the other; cancer of the tongue 
and the cesophagus, etc. I found 15 such doubtful cases; often it is difficult to evaluate such 
cases correctly. I will not discuss the problem of diagnosing double cancer here. The con- 
sequence, however, is that the total number of cancers in my table is 22 too high. Further- 
more, we see cases with a few or a great number of metastases, but cannot find the primary 
tumor; all autopsy statistics have such “cancers with unknown primary localizations.” 
I have seen 16 of these. Such cases have been omitted from my tables, so the total number 
is 16 too low. Double cancers and cancers with unknown primary localization together 
are the reason why the real number of cases is 1,225—22 + 16 = 1,219, which figure does 
not appear in my tables. 
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It is probable, at least possible, that in my laboratory no more than + 500 
autopsies a year can be performed, at least in war and postwar time (for it is very 
small and inadequate), but there may be other reasons, although the capacity of 
our hospital has not changed at all, and the total number of patients treated in 
it every year has not changed much.! 

It is probable that during and after the war patients of a somewhat different 
social position came in larger number to our hospital than before, because of 
financial difficulties, and it is possible that this constitutes a factor that tends to 
diminish the number of the autopsies. In consequence, we cannot be certain 
that my material in the successive years has always been identical. 

Whatever the cause, it is evident that the percentage of autopsies, which was 
80 and more before the war, has in some years been reduced to 66 or 67, and has 
not reached 80 again. (I exclude in this respect the year 1918 with only 59 per 
cent of autopsies.) I do not think that the influence of this factor upon the prev- 
alence of carcinoma in autopsy has been important, but it may make a difler- 
ence, and anyhow we cannot be sure, that the percentage of carcinoma in deaths 
without autopsy is the same as in deaths with autopsy, and it is certain that this 
factor influences the /ofal number of cancer autopsies. 

It is evident that, although the hospital and its number of beds for males and 
females have not changed in the years of my professorship, and although the same 
pathologist was the director of the pathological laboratory, we cannot be sure 
that the autopsy statistics of the successive years may safely be compared with 
each other: (a) because not all the deceased have been submitted to necropsy; 
(b) because the percentage of necropsies varies in the successive years between 
66 and 87 per cent; (c) because we do not know whether the percentage of cancer 
in the cases submitted to autopsy is the same as in the cases not submitted to it. 

There are still other arguments. In the period 1909-1925, the population of 
Amsterdam has increased and hospitals in other parts of the city have been 


_ } This may be concluded from the number of days each patient has been in the hospital, whereof Dr. Stumpfi gave me the 
figures shown in Table 


TABLE VII. 


Year Deaths Number of days per patient 
1909 oe | 6360 35.387 
1910... | 602 38.40 
BOSE. ss. e 620 30.01 
59t2.. = > 619 36.32 
S008... ‘ 598 35.76 
SQE4.... ee : ae 620 35-35 
| eee Bie a0 ee 708 41.84 
Ae aes 70° 39.82 
3987... . ‘ ve ; 857 41.95 
ae ee ; 953 41.49 
ey ee 822 43.40 
1920... 768 39.90 
2928... sis 700 35.00 
1922 750 34.01 
1023 642 34.51 
1924 614 35.17 
19025 620 34-59 
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enlarged; in consequence, we do not know whether the patients in our hospital 
represent the same proportion of the population in 1925 as they did in 1909. 
Furthermore, we do not know the exact influence of the Spanish influenza, the 
influence of the increase of tuberculosis during the war and immediately after it, 
nor the influence of the decrease of tuberculosis in the last years. For a hospital 
has a fixed number of beds; an increase in the number of non-cancerous patients 
must needs cause a decrease of cancer cases. 

All these arguments must give us the conviction that a hospital population in 
a large city does not represent a definite part of the sick people in that city, and 
that the autopsies performed in that hospital on a varying percentage of the 
deceased do not represent a definite part of the mortality in that city. 

If, therefore, we find at autopsy, that in some one year cancer is more frequent 
than in another year, it is not permissible to conclude there is a difference in the 
incidence of cancer in the city: Increase or decrease of cancer in the postmortem 
room does not allow us to conclude that there is an increase or decrease of carcinoma 
in the city or in the country. Peller’s' opinion is the samé. 

It is necessary to lay stress on this conclusion, because in several autopsy 
statistics we find the conclusion that cancer is or is not increasing (Bejach, Bilz 
and others) and Rosenfeld? is right when he says: “Die Obduktionsstatistiker 
verfallen alle in denselben Fehler, dass sie die zufalligen Verhiltnisse ihres 
Spitals als Spiegelbild von Bevélkerungsvorgangen auffassen.”’ (‘All autopsy 
statistics fall into the same error of regarding the accidental relations of their 
own hospital as a true reflection of the conditions of the population at large.”’) 
The postmortem room does nol give a true reflection of mortality in the city. 

This conclusion, however, does not necessarily exclude the possibility that 
postmortem examination gives us an indication that cancer in general, or a 
special form of cancer, is increasing or decreasing. Autopsies lead me to believe 
that lung cancer is increasing in recent years in Amsterdam, as well as they led 
me to believe in 1915 that it was more frequent in some German cities than in 
Amsterdam. 

If, however, in a given period, postmortem examination could be performed on 
all the deceased in a city or in a country, we should know the prevalence of cancer 
as a cause of death in that period for that city or that country. I admit that this 
is impossible. However, this is the only way to get at the truth about cancer as 
causa mortis. 

Bilz* tells us that when Prof. Mueller was professor of pathology in Jena, in 
some years go per cent of all the deceased in Jena were submitted to postmortem 
examination and that the average percentage was 77 per cent in these years. He 
does not give information on the incidence of cancer in Professor Mueller’s time. 


1Peller. Ztschr. f. Krebsforsch., 1925, xxii, 315. 
2 Rosenfeld. Kritik bisheriger Krebsstatistiken, 
sBilz. Ztschr. f. Krebsforsch, 
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At present autopsy is performed upon 27 per cent of the deceased inhabitants of 
Jena (upon 1,878 of 6,728 who died in the years 1910-1919). 

Lubarsch' tells us that in approximately 5 per cent of the deceased in Ger- 
many autopsy is performed, and I think that in Holland the percentage is lower. 
The conditions in Jena are very favorable indeed. It is evident, however, that 
even a percentage of autopsies amounting to 27 per cent of all the deceased does 
not warrant a conclusion regarding the real prevalence of carcinoma as causa 
morlis. 

Yet it is not without interest to add Bilz’s statistics and also another Amster- 
dam autopsy table to my own table, ‘Table VIIL. 


TABLE VIII. 











Amsterdam Amsterdam 
Bilz (Binnen- (Wilhelmina- 
| Gasthuis) Gasthuis) 
I ig an ataarccldaa eter Kane bas 207 432 263 
NN 555506009 rire 'hcsei ove 8 «18 Sess ae 2 152 57 
shes ns Grease hk peiaiy ny SEN ip aay 123 171 142 
Diouth STG PUATYNE... 0... cee ecccneece 31 32 22 
IN geo latin sinter wa dessa cia x Guatste dnt 6 23 14 
RRS eee Pee mr ce | 14 28 5 
EE eta Pane tcae ert 60 27 231 
IER hes toh © w tata Sicva.e tortaencare! a peo Sateen ue 13 49 or 
AS EES cnn Carer ra trainee er “4 9 8 | 12 
Bile ducts and gall bladder. ............. | 20 79 | 56 
| SE Ree res a i doa 3 | 18 6 
er Re ee ene 20 44 | 31 
ee eee 19 30 20 
RUT GOTTIAIS, 2... ook cece cee neees 13 9 21 
a ORE Sere err itr rt ee , II 16 38 
OND: o.2.5 cecocanceesesk vas ae am 13 30 | 20 
MES cu alco pia wa taiclole ce Waa e Keel bon eipde a 19 8 6 
Nairn act gee Seas ew La aia eee 18 45 30 
N.S ie Pee 5 6 
MI sili oiiic dain cin tie eamcgae emer eas 5 3 2 
*Peritoneum............ Dicerat a a btec adie rs 4 
2 SERA eyp er tee i h renrace hire cae Z } 
- | ERROR te rar aCe eee 1 
<n err Mikio nr cians I 
| A ee eer ree baer re | I | 
PeNIN aca soc Saad cee et aaes I | 
IN os so Sock neen dieiea sek lees I | 
re I 
Raa SE aie I 
NN acs sage ona oat xcs: SRS Mivicr 6 aos baat I 
ON eee er rere I I 
Unknown or uncertain.................. 2 16 II 
ES eer erica e ee gore aoa tee eee 700 1,231 1,061 


*Carcinomata of the organs marked with an asterisk are not mentioned in the Amsterdam statistics for various reasons. 


I am very thankful to Dr. Anne Scholte, assistant to Prosector Dr. E. Ham- 
mer in the Wilhelmina-Gasthuis, for the many hours and the great care she spent 
in composing the autopsy table of the Wilhelmina-Gasthuis. 


tLubarsch. Med. Klin., 1924. 
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I am not going to make a comparison between these three enumerations or to 
draw conclusions from the comparison. It is easy to find many differences; it is 
more important, however, to know the difference between the hospitals. 

In the beginning of my paper I described the particulars of the Binnen- 
Gasthuis as a general hospital in the oldest part of our city, used for medical 
teaching and lacking wards for infectious diseases, psychiatry, ophthalmology, 
gynecology, and obstetrics. 

The Wilhelmina-Gasthuis is a general hospital in the newer part of the city; 
it is not a university hospital, but it contains the university clinics for obstetrics 
and gynecology, for psychiatry and ophthalmology, and it has large wards for 
infectious diseases; these particularities explain the lower percentage of car- 
cinoma (10 per cent against 14.7 per cent in the Binnen-Gasthuis), the large 
number of cases of cancer of the uterus and ovary, and the lower number of can- 
cer of the larynx the reason for this being that the laryngological clinic is in the 
Binnen-Gasthuis. 

Bilz’s statistics concern the cancer cases in the pathological institute of the 
University of Jena. Jena is a small German university town; only 121 of the 700 
cancer cases are from Jena, 499 are from the country around Jena,! and 40 con- 
cern soldiers in war time. It is evident that the three hospitals differ from one 
another in such a high degree that it is useless to analyze the differences in their 
autopsy tables, in order to learn the prevalence of cancer. So in my opinion Bilz 
is wrong when he compares his statistics with these of Bejach and Redlich, both 
from the laboratory of Benda in Berlin. 

I come to the end of my argument. 

I began by pointing out that we must be very careful in comparing the differ- 
ent years of my own autopsy table; I have tried to explain how careful we must 
be in drawing conclusions from autopsy statistics as to the prevalence or the 
increase or decrease of cancer, and I ended by demonstrating the uselessness of 
comparing the three autopsy tables of Bilz, myself, and Dr. Scholte. We must 
be very careful in using autopsy statistics for studying cancer incidence; we are 
not justified in generalizing the particulars and peculiarities of the hospital, as 
Rosenfeld says autopsy statisticians are inclined to do. Indeed, in my opinion 
we may draw conclusions concerning the prevalence of cancer from the com- 
parison of autopsy statistics if we regard these conclusions as ‘working 
hypotheses,” that must be corroborated by further investigations. 

We must not conclude, however, that autopsies have no value for our knowl- 
edge of the prevalence of cancer; on the contrary, they form the most impor- 
tant factor for the estimation of the value of mortality returns; they teach us 
how to correct the errors of the latter in so far as this is possible; they teach 

1T cannot give the corresponding number for the Binnen-Gasthuis. Dr. Stumpff tells me that among about 7,000 lying-in 


am in the Binnen-Gasthuis in one of the most recent years, there were only 135 who did not have their residence in 
Amsterdam. 
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us how we must read these returns, and they show us how we can try to avoid 
at least some of these errors in the future. 


II. MORTALITY RETURNS 


The last report of the Statistical Bureau of the Netherlands for the years 
1923 and 1924 begins its chapter on the mortality of cancer and other malignant 
tumors as follows: 

“Carcinoma, along with other malignant tumors, is, next to tuberculosis, the 
cause of death that had the largest number of victims. In 1923, 11.42 per cent, 
and in 1924, 11.43 per cent, of the total mortality in our Kingdom was caused by 
carcinoma and other malignant tumors. The average mortality figures are 
steadily increasing, until at present it stands first on the list of the causes of 
death.” 

In these few words the importance of cancer as a cause of death for our coun- 
try is shown. It is as clearly demonstrated in a diagram of cancer mortality from 
1867 to 1924, showing the annual number of deaths from cancer per 10,000 living 
inhabitants of our country. The cancer death rate of 3.4 per 10,000 in 1867 has 
increased to 11.2 per 10,000 in 1924. 

Of a population of about 7,000,000 in 1923, there were registered, 8,105, and 
in 1924, 8,133, deaths from cancer. 


A. Increase of Cancer in Mortality Returns 


Autopsy tables show that we must be cautious about the accuracy of mor- 
tality returns. Before discussing this subject, however, I want to say a word on 
the alleged increase of cancer. 

We all know that, according to mortality returns, cancer is increasing; only 
it is questionable whether the increase of the figures in the mortality tables cor- 
responds with a real increase of cancer—whether this increase is real or only 
apparent. 

There are two principal arguments for the assertion that the increase of can- 
cer is only apparent. 

First, it is said that man reaches a greater age now than formerly, and that 
as cancer is a disease of the later years of life, it must be more frequent than 
formerly; in this way the increase of cancer would be only the consequence of 
prolongation of life; if man dies before he reaches the cancer age, he will not die 
of cancer. ; 

Second, it is said that cancer is now diagnosed more frequently than formerly, 
because of the improvement in our knowledge of cancer. For instance, whereas 
death was formerly attributed to old age, to marasmus, today some of such cases 
are correctly diagnosed as cancer. 
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The influence of man’s reaching a greater 
age than in former years, and the influence 
of more accurate diagnosis might perhaps 
afford an explanation of the increase of can- 
cer, as we see it in mortality returns; at least 
some authors say so. 

As yet, it is rather difficult to appreci- 
ate correctly the influence of these factors; 
in my opinion they do not suffice to explain 
the statistical increase. I will give some of 
the grounds for my belief, being well aware, 
however, that I may not convert those who 
think otherwise. 

In the first place, I draw your attention 
to the diagram (Fig. 1) of cancer mortality 
in the Netherlands according to the Re- 
ports of the Statistical Bureau of our King- 
dom. We see that from 1867 cancer mor- 
tality has been steadily increasing. It is 
very far-fetched, in my opinion, to explain 
this curve by improvement in diagnosis. 

The American statistician Hoffman! tells 
us that Walshe, in commenting upon a table 
of mortality from cancer in London for the 
years 1728-1838, wrote as follows: ‘From 
this, it would at first view appear that the 
frequency of the disease had been steadily 
increasing during the last hundred years; 
but the real causes of the augmented ratio 
are more likely to be the decrease of mor- 
tality from epidemic diseases and the greater 
accuracy of diagnosis as respects carcino- 
matous affections.” 

In 1844 the increase of cancer was ex- 
plained away in the same way as it is at 
present. 

I cannot refrain from copying the table 
in question (Table IX, p. 228) from Hoffi- 
man’s important treatise. 


! Frederick L. Hoffman. The Mortality from Cancer throughout 
the World, 1915, p. 29. 
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TABLE IX.—MORTALITY FROM CANCER IN LONDON, 1728-1838 
(After Hoffman) 


Proportion of deaths from cancer in every 1,000 deaths 








ee er eee ere 2.0 
BPGEATIOS (EO FOND) ooo. ook ove cece sssacciees | 3-4 
MONS COANE 5 wins dycre sis gneve spies ie depidi 4.4 
June 30, 1837, to Dec. 31, 1838 (18 months)... .. 6.1 


Cancer in Holland according to mortality returns is at present 114 per 1,000 
deaths. 

It would be important to know whether clinical diagnosis of carcinoma is 
really more accurate now than in former years, and if it is improving regularly; 
only then could improvement in our diagnostic facilities be used to explain an 
“apparent” increase of cancer. The only publication I could find relating to this 
question is Lex’s Dissertation (Heidelberg, 1909) on cancer statistics. Lex 
studied the autopsy protocols in Heidelberg from 1841 to 1908; in the beginning 
autopsies were rare, in some years there were none. He gives the following table 
(Table X), showing the frequency of cancer at autopsy: 


TABLE X. 
So SEP oe err ere 7.94 per cent 
OR 5 cong ick wy.s boas eeodta a 6.57 per cent 
PIN. 5 Sok Sicivite ta, eco emews 7.40 per cent 
MEIN sin cease oo oelareeee 9.00 per cent 
gt , ee Re ere 9.13 per cent 


As I have pointed out above, the increase in the figures shown in the autopsy 
table does not justify the conclusion that there has been an increase in frequency 
of cancer. 

In the last 26 years clinical diagnoses have rather often (‘‘ziemlich regelmiis- 
sig”) been confirmed in the autopsy protocols. The writer makes a comparison 
between the correctness’ of clinical diagnosis in the periods 1882-1894 and 
1895-1907. 

In the period 1882-1894, 214 of 302 carcinomata were correctly diagnosed 
(70.2 per cent). 

In the period 1894-1907, 410 of 593 carcinomata were correctly diagnosed 
(69.1 per cent). 

We see that about an equal percentage of the cancer cases have been correctly 
diagnosed in these two periods. This holds good also for carcinoma of different 
organs. Cancer of the stomach has been correctly diagnosed in 73 cases, 73.7 per 
cent; cancer of the colon in 60 cases, 67.5 per cent; cancer of the cesophagus in 
87.8 cases, 79 per cent; cancer of the larynx in 100 cases, 87.5 per cent. The result 
is that accuracy of clinical diagnosis has not perceptibly changed. (We must 
never forget, however, that these diagnoses relate to patients whose disease has 
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ended in death; it is not disproved that diagnosis of early stages of cancer has 
improved, and this indeed is very probable and in some forms of cancer un- 
deniable.) 

Concerning the influence of the fact that man reaches a higher age now than 
in former years, I only want to say that our statistician, Prof. Verryn Stuart, 
and also Prof. Deelman do not accept this as a cause for the increase of the figures 
in the mortality returns. 

So I am inclined to believe in a slow and steady increase of cancer in general, 
which increase is very much in need of a methodical and accurate analysis. We 
must try to ascertain the course of the different forms of cancer in order to make 
sure whether they are growing, diminishing, or remaining stationary. Later on, 
I want to say a few words on the course of some forms of cancer. 


B. The Value of Mortality Returns 


What is the value of mortality returns? 

As a pathologist, I look at the mortality returns with the eye of the patholo- 
gist and I want to consider the importance of autopsy and autopsy statistics in 
valuing them. 

Cancer of the liver. In the contribution of van Konijnenburg Mortalité par 
Cancer in the publications of the Statistical Bureau of Amsterdam, 1911, we find 
a table for the principal forms of cancer in the period 1897-1902. This table 


runs as follows: 
TABLE XI. 


Males Females 

Mouth and pharynx........ 60 Mouth and pharynx........ 7 
Peer 159 (Esophagus. ............... 31 
IS is dw wew snc anes 613 So eee 4604 
RENNES Sicccwcswsneaswes 137 DD: 255 sew wiawtaces weiss 148 
nr reer rer 133 OD EE ee em are 242 

NS oi os-onevecmneweles ae 317 

a8 Seige peonakorsa 158 


I show this table because the number of carcinomata of the liver is separately 
mentioned; in the Reports of the Statistical Bureau of the Netherlands we find 
this form of cancer under the heading “cancer of the stomach, liver, etc.” 

If we compare such a mortality table with my own (Table I, p. 218) or any 
other autopsy table (those of some tropical regions excepted), we find that the 
latter show only a very few cases of cancer of the liver, while in the mortality 
table we find a large number of this form of cancer. 

The explanation is very simple: most cases of cancer of the liver are second- 
ary; the primary cancer that caused the metastases in the liver is rather often not 
found by clinical examination, and is generally found at autopsy; therefore such 
cases appear in the mortality tables as cancer of the /iver, and in the autopsy 
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tables as cancer of the primarily affected organ (stomach, cesophagus, bile ducts, 
uterus, etc.). 

Clearly the mortality tables are wrong concerning cancer of the liver, and in 
those tables where stomach, oesophagus, and liver are found under the same 
heading “‘stomach and liver,”’ the number must be regarded as too high; the error 
is rather important, as a comparison of the figures of Konijnenburg’s table and 
mine shows. 

The existence of this error is very well known, and its importance should be 
made clear by placing “carcinoma of the liver” under a separate heading in mor- 
tality returns.!’ However, we can not as yet correct this error; we know very well 
that most of these cases are not true cancer of the liver, but without performing 
a postmortem examination we cannot place them under their correct heading; 
this group certainly contains many cases of cancer of the stomach, oesophagus, 
bile ducts and gall bladder, intestine, etc., but we are ignorant of the number of 
each. 

The consequence is that in mortality tables not only is the figure for cancer 
of the liver wrong, but also the figures for other organs; this is not the only cause 
of errors in mortality returns, as may be demonstrated by a closer inspection of 
mortality and autopsy tables, in relation to accuracy of clinical diagnosis. 


III. ACCURACY OF CLINICAL DIAGNOSIS 


In the reports of the autopsies in my laboratory, the clinical diagnosis is noted 
if the case in question has been diagnosed. Sometimes there is no clinical diagno- 
sis: sometimes the diagnosis is followed by an interrogation point. 

I have compared clinical and anatomical diagnoses in my cancer cases, and I 
have tried in every case to form an opinion as to whether the clinical diagnosis has 
been correct or incorrect. This is not so easy as it seems. If a cancer of the stom- 
ach is diagnosed as such, or if we find at autopsy a cancer of the stomach when a 
peptic ulcer has been diagnosed, there is no difficulty in seeing that the first 
diagnosis was right and the second was wrong. But what are we to do if cancer 
of the cardia is diagnosed as cancer of the cesophagus (by its localization) or as 
cancer of the liver (by its metastases) or as lymphosarcoma (by its metastases in 
the retroperitoneal glands) ? 

As my principal object has been to form an opinion on the value of mortality 
returns in relation to the total number of cancer cases, and as mortality returns 
are the outcome of clinical diagnosis, generally not controlled by autopsy, I have 
regarded these three (really wrong) diagnoses as correct, because such a case, 
controlled or not controlled by autopsy, would appear in the mortality returns 
as a malignant tumor. On the other hand, if a person who has a cancer of the 


‘Peller (loc. cit., p. 333) recommends placing cancer of stomach, liver, and gall bladder together under the same heading. 
This is not my opinion. 
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stomach (found at autopsy) should die of apoplexy, I have regarded the diagnosis 
of apoplexy (really right) as wrong, because such a case would not appear as a 
cancer case in mortality returns. I have distinguished the following three 
groups: 

1. Diagnosis correctly made, if the primary tumor or its metastases have been 
diagnosed as cancer or malignant tumor. 

2. Diagnosis wrongly not made, when a cancer, found at autopsy, has not been 
diagnosed in vivo as a cancer or a tumor (‘‘omissions,” according to Gideon 
Wells.') 

3. Diagnosis wrongly made, when cancer has been diagnosed and autopsy fails 
to reveal a cancer or other malignant tumor (‘‘commissions,”’ according to 
Gideon Wells.') 

Gideon Wells says that diagnosis of cancer may be correct, or there may be 
omissions, or there may be commissions. (Compare page 237.) 

In most of my autopsy cases diagnosis has been correct in the sense mentioned 
above, and a great many of them have been strictly corfect as to primary localiza- 
tion. 

However, there is a considerable percentage in which cancer diagnosis has 
been wrongly made, or wrongly not made. Among my 1,249 cases of cancer there 
have been 249 (20 per cent) in which cancer has not been diagnosed. The cause 
of the error was not always the same; sometimes the tumor was very small and 
had not given any symptoms; sometimes death was caused by other more con- 
spicuous diseases or complications, for instance, by apoplexy or by hamate- 
mesis; sometimes the patient was brought to the hospital dying; in most cases it 
is easy to understand why cancer has not been diagnosed. However, the fact 
remains that 1,000 of 1,249 cancers existing in 8,500 autopsies were correctly 
diagnosed and 249 were not. This means that if no autopsy had been performed, 
only 1,000 cases would have appeared in mortality returns; this error is 249 in 
1,000 Cancers, Or 25 per cent. 

It is true, however, that cancer has not been the cause of death in all these 
cases. 

We might suppose that this error in mortality returns caused by carcinoma 
wrongly not diagnosed (omissions) might be offset by the error caused by car- 
cinoma wrongly diagnosed (commissions). 

In 8,500 autopsies there were 102 cases in which cancer was diagnosed, but no 
cancer or tumor found at autopsy; here I have not taken into account the doubt- 
ful cases (for example, clinical diagnosis, ‘carcinoma or gumma hepatitis”), nor 
those tumors that are probably not carcinomata (tumor cerebri). I counted, 
however, tumor abdominis and tumor intestini, because then a carcinoma is sup- 
posed. 


1Gideon Wells. Relation of clinica] to necropsy diagnosis in cancer, etc., J. Am. M. Ass., 1923, xxx, 737. 
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The list of these cases runs as follows: 


TABLE XII.—CANCERS OR TUMORS BY CLINICAL DIAGNOSIS NOT FOUND 
AT AUTOPSY 
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TEESE OP A RE SEO ee eT A EEO PT ET ET 15 
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III 5555 5-05 cers giao cis MGs 5in TIDE DEW REDEEM Soe ENON SR 4 
NINN 60 55.6 foie se culive oo Sadana ywas nas. idwettnaadelenemalns 3 
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NMI oops 5 es auainy 14 oars viSie a as ya g PSN Wend CEOS Ae.b-o sw piaeloweleeaGus 3 
NE 201 dachg cov o! a00 9) ora RG. S'd Sienna HORTCES Ad eae alas BiaawaseaR A 2 
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IN PONE oo cadena o REb are coe” Sic ng SSH Tia tOl aw ls ere mw ne Naista Tare I 
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NE MRI yaaa reali gas ee ac Bea wi fRt wi ASE ND BI paar ee I 
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TABLE XIII.—LOCATION OF CANCERS NOT DIAGNOSED CLINICALLY 


Per Cent. 


IMEI, 00055. ores nai) c Seah in deanna sinker Shu aean weer ene in 800f 445 18.0 
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249 of 1,249 19.9 


*The large number of cancers of the uterus not recognized may be explained by supposing that the easy cases are sent to 
the Wilhelmina-Gasthuis, where the gynecologic clinic is situated. Only cases not recognized. by the general practitioners in 
the city come accidently to our hospital. 

t The number of cases is 1,243, the number of localizations 1,249, because of carcinoma duplex and carcinoma with unknown 
primary localization (Table XV, Pp. 234). 


Conclusion. In 8,500 autopsies (1,249 carcinomata), 1,000 cancers have been 
correctly diagnosed, 249 have been wrongly not diagnosed (omissions), and 102 
have been wrongly diagnosed (commissions). If in all these cases, autopsy had 
not been performed, the clinical diagnosis would have been “cancer” in 
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TABLE XIV.—CANCER AT AUTOPSY BY ORGANS AND SEX 
AMSTERDAM, 1910-1925 


| Males 





Females Both sexes 
| Per Cent. } Per Cent. Per Cent. 
Stomach... ..........- ee ceeceeerecsseeees | 305=38.1 | 127=30.5 432=35.6 
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Table XIV. Cancer at autopsy. This table gives the total figure for each organ in males, 
in females, and in males and females together, with their incidence per 100 cancers in the 
period 1910-1925. 


1,249 — 249+ 102 = 1,102 cases. To these 1,102 cases, 147 would have to be added 
to obtain the correct number of cancers (1,249) observed in 8,500 autopsies. 

If in general practice the average error in diagnosis should be the same as in 
our hospifal, the prevalence of cancer in general as shown by mortality returns 
must be enlarged by 147 on 1,102 cases—13.3 per cent. 

Of course this supposition is not admissible. I think, however, that we may be 
allowed to say that carcinoma is more frequent than is shown in mortality returns. 

Table XII shows which forms of cancer have been wrongly diagnosed in 
8,500 autopsies. The next table (Table XIII) shows the localization of those 
cancers that have not been found in clinical examination (omissions). 

[ shall not mention all the different diseases that may be diagnosed as cancer; 
among them we find carcinoma recti diagnosed for diverticula, carcinoma hepat- 
is for hepar lobatum syphiliticum, carcinoma of vertebra for tuberculosis of the 
spine, etc. It is easy to understand how these wrong diagnoses may occur. In 
relation to cancer statistics, however, it is to be considered that in these wrong 
diagnoses precisely those localizations predominate in which diagnosis of car- 
cinoma is difficult; for example, we find here 34 cases of carcinoma of the stom- 
ach, 15 of the intestine, but only 5 of the cesophagus, 1 of the mouth, and none of 
the breast. The consequence is that these wrongly diagnosed cancers (Table XII) 
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have a varying influence on the figures for the localizations of cancers in mortality 
returns. They raise the figures of some localizations, such as cancer of the stom- 
ach, where diagnosis is difficult, but have no influence on the figures of external 
cancers (skin, lip, tongue, and breast). 

Table XIII, (p. 232) shows us another well known fact which influences the 
accuracy of mortality tables. In this table we see that some carcinomata are 
always correctly diagnosed (of tongue, larynx, breast) and other carcinomata 
are very often not diagnosed (pancreas, lung, prostate). 

We see that carcinoma of the lung is “correctly” diagnosed in 51 per cent, 
carcinoma of prostate, etc., in 64 per cent, carcinoma of pancreas in 70 per cent, 
carcinoma of stomach in 82 per cent, etc. This means that the last mentioned 
cancers are really more frequent than is presumed in clinical observation, and the 
result is again that the mortality tables differ in an irregular way from the real 
mortality of cancer. 

The consequence of all these factors is that the commissions tend to raise the 
number of some rather frequent cancers that are difficult of diagnosis (stomach, 
intestine), that the omissions diminish not only the number of some frequent 
cancers (stomach, intestine, oesophagus), but also the number of “other forms’’ 
(prostate, pancreas, lung) and that neither (perceptibly) changes the number of 
external cancers. 

In my opinion no estimation of the percentage effect of ‘‘omissions and com- 
missions” on mortality tables is permissible, because, as I pointed out in the first 
section, the autopsies in a hospital do not form an adequate record of the deceased 
in the city where the hospital is situated. 

We may be permitted to suppose, however, that the errors in general practice 
are of the same nature as in hospital practice. I do not care to make a guess 
whether or not a higher percentage ot errors is made in hospital practice than in 
general practice; at first glance it would seem that hospital practice would give 
fewer errors, because of the greater opportunity for accurate clinical observation. 
We must not forget, however, that it is especially the difficult cases that go to the 
hospitals. So I will not venture beyond the supposition that errors in hospital 
practice and in general practice are of the same nature. In this way, autopsies 
teach us the influence (in quality, not in quantity) of errors in diagnosis. 

In the literature we find some publications on the relation between clinical 
and postmortem diagnoses. The views of the authors as to the effect of omissions 
and commissions on the total number of cancer cases in mortality returns confirm 


Table XV. Cancer at autopsy by age, organ, and sex in 8,500 autopsies. Total 1,249. 
Here again 22 may be subtracted for double cancer, and r6 may be added for cancer with 
unknown localization. The table also shows the incidence at autopsy in my laboratory up 
to the age of 40 years, and at 41 years and more. 
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my opinion that autopsy does not allow any estimation of the errors in general 
practice, or of their influence on the accuracy of mortality returns. 

Rittershaus! finds 440 cancers in 4,719 autopsies; 48 (10.91 per cent) had not 
been diagnosed; in 13 cases cancer had been wrongly diagnosed (2.87 per cent of 
440 = 13 cases). He reduces this percentage by closer inspection of his cases to 
2 per cent. His conclusion is that 1o.g1—2, or 8.91 per cent, are lost for the 
statistician by these errors. 

A glance at his table shows, as the principal difference from mine, the fact that 
the number of exlernal cancers is relatively larger than in mine, which may ex- 
plain the difference between our figures (I found 20 per cent omissions). 

He mentions Riechelmann’s? publication (Riechelmann found that of 711 can- 
cer cases diagnosed at autopsy, 156, or 21.94 per cent, had not been diagnosed 
clinically) and concludes that there are more cases of cancer than are mentioned 
in medical and clinical statistics. At the end of this publication he reduces this 
percentage to 13.78, because in his series of autopsies 58 cases of cancer had been 
wrongly diagnosed; he subtracts these from 156 omissions and the result is 98, or 
13.78 per cent. 

Rittershaus is cautious and attributes the difference between his figures and 
Riechelmann’s to the small number of their cancer cases. He thinks that a more 
correct idea of the degree of these errors might be attained, if we knew the 
autopsy tables of all the institutes of pathology in Germany. 

His wish is about to be realized. In 1924 Lubarsch’ published the result of an 
investigation on cancer at autopsy, which comprised all the cases found at 
autopsy in all the laboratories of pathology in Germany (those of two towns 
excepted). The result is given in Table XVI for 1920. 


TABLE XVI.—STATISTICS FROM LABORATORIES OF PATHOLOGY IN GERMANY 


Autopsies in German Laboratories, 1920 Mortality returns of Germany, 1920 
Number of autopsies.................... 40,937 Number of deaths..................-..- 922,350 
: (Stillborn infants excluded.) 

Males 21,379= 52.22 per cent Males 457,736 = 49.63 per cent 

Females 19,493 = 47.6 per cent Females 464,614= 50.17 per cent 
Number of carcinomata...... 3,708=9.2 per cent Number of carcinomata....52,476=5.68 per cent 

Males 1,881 =8.8 per cent Males 22,818= 4.98 per cent 

Females 1,827 =9.37 per cent Females 29,858 = 6.38 per cent 


He concludes that mortality returns bring to our knowledge only a little more 
than half the real number of cancer cases. 

In my opinion this conclusion is not warranted, as I pointed out just now. 
Lubarsch also gives a table (Table XVII) of omissions and commissions, dis- 
tinguishing between external and internal cancers. 


1 Rittershaus. Fehldiagnosen bei Carcinom. Dissertation Bonn, 1904. 
2 Riechelmann. Berl. klin. Wchnschr., 1902, xxxix, 728. 
’Lubarsch. Med. Klin., 1924. 
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TABLE XVII. 


External cancers (skin, mucosa) Internal cancers 
Clinical diagnosis cancer.................. 1,346 Clinical diagnosis cancer.................. 6,080 
No cancer at autopsy 4=0.30 per cent No cancer at autopsy 159 = 2.67 per cent 
Anatomic diagnosis cancer................ 1,411 Anatomic diagnosis cancer................ 7,164 
Cancer not diagnosed 69= 5.00 per cent Cancer not diagnosed 1,243 = 17.35 per cent 
Cancer diagnosed but wrongly localized 46 = 5.26 Cancer diagnosed but wrongly localized 1,081 = 
per cent 15.09 per cent 


Lubarsch says that mortality returns that are not based on autopsies made by 
experienced men have very little value; in my opinion his view is too pessimistic, 
as I shall point out later on. 

Lung cancer (450 cases, 5.4 per cent) was not diagnosed in 53 per cent. In 
109 cases not even an affection of the thoracic organs had been suspected. 

Gideon Wells! studied the accuracy of clinical cancer diagnosis in 3,712 
autopsies with 545 ‘“‘malignant diseases” (glioma, endothelioma included). Of 
these, 178, or 32.66 per cent, had not been diagnosed. 

In 33 cases cancer was diagnosed but was found absent at autopsy; in 545 — 
178+ 33 cases, cancer had been diagnosed = 400 cases. So the actual number of 
malignant diseases found at autopsy was 36 per cent more than had been diag- 
nosed. 

In Wells’ opinion, his study ‘shows emphatically the lack of value of all 
recorded vital statistics on cancer. When we find diagnostic errors ranging from 
25 to 40 per cent in patients who have been examined in modern hospitals in 
Germany, England, and America, with the advantage of exploratory operations, 
roentgen rays and laboratory studies under the most competent medical men in 
the community, it is certain that the diagnostic errors made throughout the 
country at large must be even greater. To be sure, to the large charity hospitals 
come an excessive proportion of patients too near to death for careful study, and 
there come to necropsy an undue proportion of cases that are difficult of diagno- 
sis.” At the end of his paper, he says: ‘We shall have no exact and very little 
useful information concerning cancer statistics until a very much larger propor- 
tion of vital statistics depends on postmortem examination than is now the case.” 

We see that Wells’ view is almost as pessimistic as that of Lubarsch. 

Bilz? (Jena) has a more favorable opinion. He mentions the publications of 
Rittershaus and Riechelmann, also those of Hoffmann and Lex. 

In Hofimann’s statistics 168 of 857 carcinomata had not been diagnosed 
(21.94 per cent). 

In Lex’s statistics the percentage was 29.8 in the period from 1882 to 1894 and 
30.9 from 1895 to 1907. 

Bilz then says about his own tables: “Als Gesammtergebnis fand ich, dass 
in 660 von 700 Fallen, also in 94.28 prozent, eine klinische Diagnose gestellt war. 


1 Loc. cit. 
2Bilz. Ztschr. f. Krebsforsch, 
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“Von diesen 660 klinischen Diagnosen waren in Bezug auf den Krebs 528 = 
80 prozent vollkommen richtig, 72=10.91 falsch gestellt, wahrend in 60 
Fallen =9.09 prozent das Carcinom iiberhaupt nicht erkannt war. Das ist ein 
wesentlich anderes Resultat, als es. Hoffmann, Riechelmann, Lex, aufzuweisen 
haben.” (“As a total result, I found that in 660 of 700 cases, that is, 94.28 per- 
cent, a clinical diagnosis had been made. Of these 660 clinical diagnoses, 528, or 
80 per cent, were correct, 72, or 10.91 per cent, were erroneous, while in 60, or 
9.9 per cent, a carcinoma that was present had not been diagnosed. This is an 
essentially different result from that to which Hoffmann, Riechelmann, and Lex 
have pointed.’’) 

Here the percentage of error seems to be less: 80 per cent had been correctly 
diagnosed, 10.91 per cent were erroneous. But, if we arrange the facts in another 
way, the result is almost the same in my statistics and those of others. For in 
Bilz’s 700 carcinomata, 528 had been correctly diagnosed. If the autopsy had not 
been performed, only 528 cases would have appeared in the mortality returns, and 
172 would not. In 7oo carcinomata there were, therefore, 25 per cent of errors. 
In 528 clinical diagnoses there were 32.6 per cent of errors. 

Cancers of the different organs give a closely analogous result (Table XVIII). 

TABLE XVIIL. 


eID INN oo Six, coo cave iarelnir <a a ain Sopa a ea ena esata diagnosis correct in 11 of 18 cases 
INEM oo 0) 5. ns aceeo is tadiers:ieie'e yy n.0.9 wiawien 4 aise ....... diagnosis correct in 14 of 14 cases 
CARINE CE NOIODE 6 ios iicis scree redancegecce suas ..... diagnosis correctin 1 of 12 cases 
SE Pe Ee IOP eT EET ET ... diagnosis correctin  6of 6 cases 
Carcinoma of prostate... .. PP a ROA ar en AI i ee a .... diagnosis correct in 11 of 20 cases 
ea 26 5.) acne cine ie cirp aie sine Seed bbe se OR diagnosis correct in 16 of 19 cases 
Carcinoma of gall bladder and bile ducts. ............... .... diagnosis correct in 13 of 19 cases 
I EIN 5 6 och cscs beer dalu ices cua sss nas sae diagnosis correct in 168 of 207 cases 


In my opinion there is no important difference between Bilz’s statistics, the 
other autopsy statistics, and my own; only their valuation differs. 

We see that the opinions regarding the value of errors in hos pital practice show 
a considerable variation. How shall we conclude from them the percentage of 
errors in general practice? In my opinion this can not be done, but we may sup- 
pose that the general practitioner errs in the same manner as the hospital doctor. 


IV. DISCUSSION 


We must conclude that for several reasons mortality returns cannot be con- 
sidered as correct: 
A. Most cases of cancer of the liver are secondary and belong to other localiza- 
tions, in proportions which are not known. 
B. The total number for cancer is erroneous. 
1. Cancer wrongly not diagnosed (omissions) must be added. 
2. Cancer wrongly diagnosed (commissions) must be subtracted. 
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C. The figures for external cancers in mortality tables are probably approxi- 
mately correct. The figures for some internal cancers (lung, prostate, pancreas) 
are surely quite wrong, but the degree of the error is unknown. 

The result of all these considerations might be formulated like this: Carcinoma 
is very frequent. Some organs are more often attacked by this disease than 
others; exact numbers are missing. Postmortem examination in a hospital does 
not allow a conclusion regarding the prevalence of cancer in city or country. 
Mortality returns are erroneous. 

But if I expressed my opinion in this way, I should be very ungrateful and very 
unfair. Mortality returns and autopsies have taught us a great deal, and they will 
teach us more, if we follow the way of research they show us. 

What have they taught us? 

1. The postmortem room shows that cancer is more frequent than mortality 
returns indicate. ' 

2. The postmortem room also shows us that the important carcinomata of 
internal organs (stomach and intestine) are probably more frequent than the 
clinical diagnoses (both those correctly and those wrongly made) indicate, and 
are, in consequence, probably more frequent than mortality tables indicate. 

Conclusion. Mortality tables give too favorable an impression of the preva- 
lence of carcinoma of these organs. 

3. The postmortem room shows us that cancer in some organs is almost 
always correctly diagnosed when the patient dies of his tumor; cancer of lip, 
tongue, mouth, skin, breast belong to this group. 

Conclusion. Mortality tables are to be trusted regarding these cases. 

We may conclude that regarding these cancers the mortality returns may be 
trusted, and that we can study them in relation to the increase or decrease of these 
forms. So I think that cancer of the breast is really increasing in our country 
according to Prof. Methorst’s' communication in the Report of the League of 
Nations, and that it is stationary in Amsterdam according to Deelman’s article? in 
the Revue du Cancer, treating cancer of the breast in Holland and in Amsterdam. 

To the figures of Methorst and Deelman I am adding the autopsy cases of 
my own laboratory to show, once more, that they have no value regarding the 
prevalence or increase of mammary cancer in Amsterdam (Table XIX, p. 241). 

We see that in Holland cancer of the breast is increasing,’ while in Amsterdam, 
making allowance for the increase of its population in these 14 years, it is station- 
ary. The table shows, moreover, one remarkable fact: In the tabulation for 
Holland, we see irregularities; there is not a regular increase. Furthermore, when 
cancer of the breast is frequent in Holland (1912, 1919, 1921, 1923) it need not 

1Methorst. Report C. H., 333, I, 108. 


2 Deelman, Le Cancer 4 Amsterdam de 1910-1923. Bull. de l’assoc. frang. pour |’étude du cancer, 1923, xii, p. 442 
Compare Figs. 2 and 3 on page 240. 
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TABLE XIX 





Mortality of | : Mortality of Autopsies, 
Carcinoma of the Breast, Holland, | Carcinoma of the Breast, Amsterdam, Binnen-Gasthuis, 

1910-1923 (Methorst) | 1910-1922 (Deelman) Amsterdam 

1910 207 37 5 
sn: — 2 

IQII 207 35 I 
+ 68 + 2 

1912365 37 3 
- - 7 9 

1913 335 44 4 
+ 16 ~— 3 

1914 35! 4! 3 
+ 10 - 5 

IQS 361 36 -- 
+ 16 + 4 

1916 377 40 3 
— 9 + 4 

1917 308 44 4 
+ <2 adie 

1918 379 41 I 
+ 54 — : 

1919 433 4° 2 
— |] 7 -f 6 

1920 416 40 2 
+ 57 + 10 

1921 473 56 7 
— 18 | — 3 

1922 455 | 53 9 
+ 63 

1923-518 | 2 











be the same in Amsterdam, and as cancer of the breast is an external cancer, 
which is not often wrongly diagnosed or wrongly not diagnosed, I regard the 
irregularity in the occurrence of this form of carcinoma as real. It appears that 
cancer of the breast is occurring irregularly in respect to time and place. 

4. The postmortem room shows us that there are some fairly important 
carcinomata that do not appear in the mortality returns with their exact localiza- 
tion, but in the group “cancer of stomach and liver” (because of metastases in the 
liver) or in the group “other forms.” These are, for example, carcinomata of the 
cesophagus, the prostate, the pancreas, the lung, the bile ducts and the gall 
bladder. 

The Statistical Bureau of our Kingdom (Prof. Methorst) has for the last two 
years arranged the group “cancer and other malignant tumors” more in detail, 
and gives the figures for tongue, oesophagus, rectum, larynx, and lung separately. 
So in the latest report we find the figures shown in Table XX (p. 242). 

These are the more to be appreciated because cancers of the tongue, rectum, 
larynx, and, in a lesser degree, of the oesophagus, are correctly or fairly correctly 
diagnosed, and it becomes possible in future to draw a conclusion regarding the 
incidence of these forms of cancer in the course of years. Now, autopsy shows 
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TABLE XX.—ORGANS AFFECTED 

















1923 | 1924 

Males Females Ratio | Males Females Ratio 
Mouth (exclusive of tongue)........ 81 31 2.0:1 89 | 28 3.232 
Tongue...... roe ; ee 35 13 2.73% 30 | 14 2.551 
Stomach, etc. (exclusive of oesophagus). . . 2,141 1,921 I.i:1 2,161 1,859 1.2:1 
OC a reks rate 347 04 2.75% 327 | 102 2.2:3 
Intestine, etc. (exclusive of rectum)........| 311 453 0.711 343 | 456 0.8:1 
PGS 6 fiesisieets medi p eee ke an 179 162 10st ETS. | 180 ra 
WIN oh oslo 5o wera “ae : eared 72 34 2.121 or | 54 1. 
Other organs (exclusive of larynx)... --»| 496 290 1.031 412 | 244 £738 
Larynx PRS BT E pe Bs ie | 78 10 7.8:1 82 | 13 6.351 
Iexternal genital organs... . . acesreetteas Seer A oe GR Be ane pees necnea ee ee oe 
rir Cnn ret ee Pe aoe UR Bese hisin ss 6 | eS Sree 
a. | N |ot specifijed 58 | 23 2.531 

—- -——---—— | 
MIN cisterna aaah ee | 3,720 | 4,057 3,744 | 4,100 











that cancers of the prostate gland, pancreas, lung, bile ducts, and gall bladder are 
also important, but that they are much more difficult of diagnosis. If these cases, 
however, were separately mentioned in mortality returns, and not stowed away 
in the rubbish heap of ‘‘other forms,” we might see the difference in frequency of 
these cancers at autopsy and in mortality returns; we might then expect that the 
physician would learn in future to diagnose them more correctly, knowing that 
their occurrence is not very rare. 

I plead, therefore, for far-going differentiation in mortality returns. 

In 1916 the Census Bureau of the United States of America published a de- 
tailed report on cancer in the registration area in 1914, and I may add that this 
report was the result of a request of the American Society for the Control of 
Cancer. In the introduction to this report the request of the Society has been 
quoted, and although it is very brief, it is evident that the Society saw the im- 
portance of mortality returns going into details regarding the localizations of 
cancer. It is to be regretted that this cancer report has not been issued every 
year, so that we might have an insight into the course of the different forms of 
cancer since 1914. We want detailed reports on cancer in the death rates of the 
countries. 

In my opinion, we should not ask whether cancer in general is increasing or 
not. I think it is; Peller! thinks it is not. What we do want to knowis the course 
of the separate forms of cancer. We do not know enough, and much that is 
worth knowing is hidden away in the bureaus of statistics. 

We cannot fight cancer in general; we can only fight each single form of 
cancer with more or less success, and the more accurate our knowledge is of each 
one of them, the better we can fight them. We want to know the peculiarities of 
each form of cancer, and the first important thing is to know the limits of our 


1 Loc. cit., p. 3490 
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knowledge of it. At the present time we know that there are a great many errors 
in mortality returns; but I am convinced that there is more truth to be found in 
them than we presume at present, if the data we possess were properly utilized. 
Peller, who published a very good paper on cancer incidence and cancer increase, 
says the same: “ Durch vorsichtige Handhabung der offiziellen Staetistik werden 
wir uns vor falschen Schluessen schuetzen, and werden trotz der vielfachen 
Mangel derselben viel Wissenswertes eruieren.” (Through cautious use of 
official statistics we shall be able to protect ourselves from false conclusions, and 
shall, despite manifold gaps in these, acquire a large amount of valuable in- 
formation.”’)! . 

I should like to draw your attention to some diagrams relating to cancer 
mortality in the Netherlands in the years 1911-1924. 

These diagrams (Figs. 2 and 3, p. 240) represent the figures for localizations of 
cancer according to the death rates for males and for females, indicating the course 
of their incidence in the period 1911-1924 as compared with that in 1911. The 
figures represent the increase and decrease of the number of each form of cancer 
per 100,000 inhabitants from that in 1911. We see that the individual forms of 
cancer behave very differently; some increase, some decrease, all are irregular in 
frequency. We see that in man several kinds of cancers have not increased as 
compared with 1911; in woman, cancers of breast, genital organs, peritoneum, 
etc., especially are increasing. The curves show a great variety. ‘The results of 
these curves for the organs form the curves for cancer in males and cancer in 
females, and the result of these two forms the curve for cancer in general in our 
Kingdom. We see that a great many of the peculiarities possessed by separate 
forms of cancer get lost, are wiped out, in the curve for cancer in general. In my 
opinion the form of the separate curves is important, and that of the general curve 
is not. 

Peller also speaks of “‘die zweifellos stattfindenden zeitlichen Verianderungen 
in der Auswahl der einzelnen Organen durch den Krebs” (‘‘the undeniable 
changes at the present time in the incidence of cancer of the different individual 
organs”). He also thinks that these variations in cancer incidence of each organ 
are real, and says that no good statistical information about these variations 
exists. 

It is possible that a study of the variation in some one or other form of cancer 
_ may give us a hint as to the cause of this variation, and possibly as to the cause 
of that form of cancer. Lung cancer presents an example of this. The increase 
of lung cancer in the last years has caused a great number of publications con- 
taining suggestions regarding the cause of the increase of this form of cancer, and 
the cause of lung cancer itself. It is true, the increase is observed in the post- 
mortem room; it may be present, however, in the death rates also, only we can- 


1 Ztschr. f. Krebsforsch., 1925, xxii, 320. 
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Fig. 4. Cancer at autopsy. Here I have taken the 
figures for some forms of cancer for each period of 4 years, 
and the four figures for each cancer are shown in a curve. 
These curves show the irregularities in the occurrence of 
each form of cancer. (‘‘ Die zeitliche Verinderung,” after 
Peller.) The last diagram in this figure shows the total 
number, that is, the curve for cancer in general; but I 
have had to divide the figures by 4; otherwise this dia- 
gram would be too large. 


not see it, because lung cancer is hidden in the group “‘other forms.”’ Lung cancer 
also demonstrates the importance of details in mortality returns. Conclusion. 
Mortality returns should go as far as possible into details. 


CONCLUSIONS 


In the foregoing pages I have tried to form an opinion about the value of 
autopsy and mortality tables for our knowledge of cancer. Although we must 
admit that neither of these tells us the truth about cancer, I am convinced that 
both together give us a fairly correct idea about the disease. And they will give 
us more exact knowledge, if we will only try to get as much information out of 
them as they contain, in the conviction that each is a helpmate as well as a critic 
for the other. 

I have tried to sum up my opinion in a few conclusions. 

1. Mortality returns give too favorable an impression of the prevalence of 
cancer in general, and probably also of some important forms of cancer (stomach, 
intestine). 
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Fig. 5. Cancer at autopsy. In this diagram the original 
figures for some forms of cancer are arranged by age and 
sex. They show very clearly that death from mammary 
cancer occurs at an earlier period of life than death from 
cancer of the prostate, and that the age incidence of cancer 
of the stomach is different from that of cancer of the 
cesophagus. These differences are probably real, and not 
peculiar to the cases studied in my laboratory. It is probable 
that some forms of cancer diminish in very old age (cesopha- 
gus) and that others are increasing up to an extreme age 
(prostate). 


2. The figures for some external cancers may be considered as fairly correct 
(as for instance those for cancer of the skin, mouth, tongue, pharynx, larynx, 
breast, and uterus). Statisticians should mention these cancers each under a 
separate heading. 
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3. Cancer of the diver in mortality returns being almost always secondary, 
this diagnosis should be registered separately, in order that we may learn the 
importance of this error in diagnosis. 

4. Mortality returns should go as far as possible into details; it is not the 


course of cancer in general, as such, but the course of the different forms of cancer 


taken separately, that interests us. 
5. Autopsy and mortality returns together give us a fairly correct idea of the 
importance of cancer. ‘Therefore, postmortem examination and specification in 


mortality returns must be encouraged. 
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THE MORTALITY FROM CANCER AMONG PEOPLE OF 
DIFFERENT RACES 


By Dr. H. J. DEELMAN, Gronincen, HoLtanp 


Professor of Pathology, University of Groningen, Holland 


before this assemblage, inasmuch as any investigator into this subject who 

is gifted with a critical mind is aware that very many things appertaining 
to it are still unknown, and that there are apparently even more gaps in our 
knowledge than there are established facts. This would not appear, however, 
from a perusal of various manuals dealing with cancer, in which very positive 
assertions are frequently made. Cancer and race are subjects which require data 
gathered from two different sources: they demand in the first place a familiarity 
with the statistics of cancer, and in the second place a full and complete knowledge 
of the racial composition of a nation, or of an assemblage of nations. The avail- 
able information regarding both subjects is still very incomplete; a comparative 
research into this matter therefore still resembles in many instances a game of 
blind man’s buff throughout. It is a task similar to that of solving an algebraic 
equation with several unknown quantities. To have any chance of securing 
satisfactory results, the searcher for information in this field of knowledge must 
be a person of threefold capacity, namely, a statistician, an anthropologist, and a 
thorough student of cancer. Thus far I have not heard of any one possessing 
these three qualifications, and they are least of all combined in the speaker who 
is addressing you. Much of the work done in this connection still shows too 
plainly the earmarks of lack of expert knowledge on the part of the investigator 
who is undertaking to judge of matters of which he has made no special study. 
It is possibly desirable to make this statement now, but we shall have further 
reference to it later on. 

However, this subject also affords me an advantage, inasmuch as it gives me an 
opportunity to point out particularly some very distinctive data relating to the 
cancer statistics in the Netherlands, which I consider it worth while to com- 
municate to an audience representing, as this does, an extensive territory. In 
this connection you will have no cause for accusing me in any respect of vain- 
glorious patriotism. In cases in which it appears to me that the statistics of my 
country are in the lead, I shall not hesitate to point them out specifically, while, 
on the other hand, I shall likewise distinctly state the gaps in these statistics. 

It is to be regretted that only the statistics relating to deaths resulting from 
cancer are available, and that no morbidity statistics whatsoever are as yet at 
hand. Morbidity statistics give a more accurate conception of the frequency of 
occurrence of the disease, while mortality statistics exclude from the statistical 


| CONSIDER it a very difficult task to discuss the subject of cancer and race 
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data all those persons who recover from the disease. In the event of our having at 
some future time adequate therapeutic remedies at our disposal, even then the 
mortality statistics would give only a very imperfect conception of the actual 
frequency of occurrence of the disease. While we may hope that statistics relat- 
ing to this subject will become available at some future time, we have unfortu- 
nately not as yet progressed so far as that. However, even at the present time 
one may, with great caution, draw some conclusions regarding the actual fre- 
quency of the disease from the mortality statistics in the case of certain forms of 
cancer. We are well acquainted with various forms of cancer—and each of us 
knows personally cases of cancer which have occurred in his own social circle— 
in which a cure has been effected by surgery and by treatment with X-rays. It is 
obvious that medical assistance reduces the value of the mortality statistics for 
arriving at a correct conclusion regarding the incidence of cancer. Now, how- 
ever, we do not know how to take this into account, and we shall use the 
mortality statistics as if they gave a true picture of the frequency of cancer. 

Cancer statisticians have entered the field of anthropology, and anthro- 
pologists have taken up the matter of deaths resulting from cancer. It appears 
to me that their success has not always been equally pronounced. Your country- 
man Hoffman has written a book on cancer statistics, which is generally acknowl- 
edged to be good and very serviceable, and which has met with appreciation in 
all parts of the world. However, it seems to me that the distinguished author is 
pre-eminently a statistician. His statements and particulars relating to cancer 
in connection with a large variety of factors do not in my opinion constitute the 
most valuable part of the book, but the figures and the facilities which it affords 
for looking up any matter quickly are probably unequalled. So far as the author 
confines himself to statistical data, it would be very inconvenient to be without 
the book. However, in those parts of the work in which the author also assumes 
the role of cancer investigator, and where comparisons are made between figures 
without the fact being established a priori that they may rationally be compared, 
it becomes an exceedingly difficult matter to agree with him in all respects. And 
the sharp attacks which Hoffman had to face, emanating from such men as 
Bashford! of London, Certel? and very recently again from Renaud’ are presum- 
ably to be attributed to the fact that the statistician has also arrogated to himself 
the part of cancer investigator. We are still in ignorance (I intend to dwell more 
at large on this subject in my paper) as to whether the differences in the number 
of cancer deaths, which are a constantly recurring feature in one and the same 
country, are actual or merely apparent. In view of this ignorance we are cer- 
tainly not as yet entitled to assume without further investigation, in cases where 

1 Lancet, 1 for rgt4. 


2 Lancet, 11 for 1914. 
3 Rev. méd. de la Suisse rom., 1926. 
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there are noticeable differences in the stated number of deaths resulting from 
cancer in different countries, that such cancer deaths represent the true number, 
and this applies in practically all fields. Who would venture to make decisive 
statements regarding the increase in the number of deaths resulting from cancer, 
on the basis of the mortality statistics? How can such factors as the improved 
medical assistance, or the constantly increasing knowledge of the physicians, be 
expressed in figures? And who can fail to acknowledge that numerous factors 
are likely to exert an influence on the mortality? I would have it distinctly 
understood that I am not assuming in this connection any definite point of view 
with regard to the actual, or the merely apparent, increase in the prevalence of 
cancer, but it seems to me it would be going too far to apply, as such, the figures 
derived from mortality statistics as if they represented the full extent of the 
disease. In my opinion, Bashford did not want to do this, either, at the time. His 
aforesaid attack was mainly induced by the desire not to disturb the minds of 
the public needlessly. Particularly in the case of countries whose people one does 
not know by personal contact, among whom the methods adopted for obtaining 
the figures are often so widely different, it is difficult, or even impossible, to arrive 
at a well-founded opinion. I think that in cases in which a statistician has not 
confined himself solely to his own proper capacity, views have sometimes been 
adopted which have not enhanced, as such, the study of cancer. I will name 
another example. The well known book on cancer from the pen of Roger Wil- 
liams, which has been widely circulated, contains, particularly with regard to 
this matter, so many specious statements that the reader feels constantly inclined 
to exclaim: ‘Bring proof of what you are writing!” The low cancer mortality 
among the native populations of our tropical provinces is attributed to their very 
plain food, while the more “luxurious” style of living in temperate zones, includ- 
ing an ample meat diet, is pointed out as the cause of the numerous cases of 
cancer in the latter countries. The author thus undertakes to find some con- 
nection between diet and cancer. But where is his proof? May it not be that in 
this case a wholly different mode of living, and possibly racial peculiarities also, 
constitute factors of far greater significance? Or may there not be countless 
other reasons? If there were any connection between diet and cancer, would 
not this likewise appear from the statistics of one and the same people or nation, 
or part of a nation, which should show different mortality figures for the rich and 
for the poor, for those steeped in luxury and for paupers?! In this connection I 
say deliberately “different mortality figures,’ because I do not know what this 
difference might be. I am of the opinion that so long as we have absolutely no 
foundation on which to base any possible connection between cancer and social 


'Moreover, data relating to this subject are exceedingly scarce! The Imperial Cancer Research Fund of London instituted 
some time ago an inquiry into the connection between prosperity and cancer. I think that no final conclusion was arrived at in 
this case, and certainly not with regard to the importance of the diet as such. I have been unable to obtain any results in the 
case of the city of Amsterdam. The data required in this connection regarding the make-up of the population with respect to 
the age of the individual inhabitants, which constitute a necessary factor in this connection, are absolutely not available in the 
case of that city. 
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condition—and I believe, in fact, that we are in absolute ignorance on this sub- 
ject—it certainly seems exceedingly rash to attempt to make us believe that 
there is any connection between cancer and diet, as the author would like to do. 

Moreover, is not the conclusion at which Roger Williams arrives, namely, 
that the reason the mortality in Switzerland is so high is that the entire popula- 
tion is so well-to-do (there being no millionaires and no paupers), exceedingly 
superficial? I ask whether this can be considered a logical form of argument. 

Thus we see again and again that arguments founded on a few individual 
statistical data make it a difficult matter to arrive at a sound and well con- 
sidered judgment. 

On the other hand, I also believe that difficulties will likewise arise when an 
investigator schooled in anthropological science is called upon to give his atten- 
tion to work relating to cancer. 

So far as I know, only a few anthropologists have taken up the cancer prob- 
lem. Up to the present time, not much work has been accomplished in this line. 
We do know, however, that no part of the earth’s population, belonging to any 
race or racial subdivision, is exempt from cancer. Cancer is found everywhere, 
from among the Eskimos of Greenland, through the peoples of the temperate 
zones, to those who inhabit the tropics and equatorial zone. Neither the in- 
habitants of Iceland, nor those of the tropical border districts of the African 
deserts, the dwellers of Japan nor those of Tierra del Fuego, are safeguarded 
against it. Cancer is found alike among the American negroes and their kindred 
in Africa (see Hansemann). We know, therefore, that no part of the earth is 
exempt from cancer, but there are in many instances no available data whatso- 
ever regarding the relative number of cases in comparison with the general mor- 
tality, or with the proportion of the population not affected with the disease. 
This will make it exceedingly difficult, and even in many instances absolutely 
impossible, to demonstrate the existence or non-existence of a possible connection 
between race and cancer. .It is, however, an established fact that since members 
of the medical profession of the Occident have come more and more generally 
into contact with what we are wont to call “‘uncivilized”’ nations or tribes, a 
constantly increasing number of cases of cancer are being discovered. If the 
ordinary question regarding the increase in cases of cancer still remains in many 
instances a disputed one, we have certainly not as yet made sufficient progress 
in the case of wholly uncivilized nations or tribes to answer it, inasmuch as the 
necessary data are still lacking. 

Professor Pittard of Geneva and Professor Nicefero of Rome, both of whom 
are anthropologists, while the latter is also a statistician, have during the past 
year been engaged under the auspices of the Sub-Commission for Cancer 
Research of the Sanitary Section of the League of Nations in examining into the 
possible connection between cancer and race. Although I am not at liberty to 
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communicate to you any of the data from their reports (now being printed), 
which have already been discussed in meetings of the Board, of which the speaker 
has the honor of being also a member, I can not refrain from briefly pointing out 
to you that both these men are primarily anthropologists, and that they have up 
to the present time not been engaged more than incidentally in research work 
relating to cancer. The Cancer Section of their report is therefore dealt with some- 
what briefly and superficially, although they do not conceal the difficulties 
encountered in evaluating their material. The final conclusions of both men 
are somewhat scanty. Moreover, I am of opinion that the problem has not been 
solved by arriving at the conclusion that there is a connection between the very 
frequent occurrence of cancer and dolichocephaly, or between the rare occurrence 
of cancer and brachycephaly. In such cases there may very likely be an acci- 
dental coincidence with some single racial characteristic (in this instance the 
index cephalicus), without any significance attaching a priori thereto. If a 
clear connection is to be alleged in this regard, then there is for Europe, where 
there is no such thing as racial purity, only one single Way to prove it, and that 
is by determining the racial characteristics of persons afflicted with cancer, and 
comparing these with the anthropologic composition of the physically sound popula- 
tion. Up to the present time, however, no research work has gone so far as this. 
It is really the only means ot reaching a final solution of the problem. If I am 
informed, with regard to a given city or town, that there have occurred in it in the 
course of a year more cases of cancer in males than in females, this does not mean 
that the mortality per 10,000 male inhabitants was likewise higher than that per 
10,000 female inhabitants. In such cases we must know in the first place the 
ratio between males and females in the living population; only then shall we be 
in a position to figure out the annual ratio per 10,000 living persons so as to arrive 
at a comparative judgment. If I am correct in this, a great many errors in the 
field of anthropology are committed in just this way, either consciously or 
unconsciously, in consequence of the complete lack of reliable data. Only when 
the racial characteristics of a whole population (pigmentation, height, form of 
cranium) have become completely known, and likewise those of the persons 
afflicted with cancer belonging to such population, will convincing results be 
obtained. So long as we have only a very inaccurate knowledge of the racial 
composition of the population of Europe (we know in a general way that the 
populations of the European countries are made up of mixtures of two or some- 
times three races) and persist in taking into account only to an insufficient extent 
the racial characteristics of the persons afflicted with cancer, practically all re- 
search work is doomed to give no results in the end. 

It follows, then, at least so far as Europe is concerned, that a great deal re- 
mains to be done before the problem of the connection between race and cancer is 
solved. According to Nicefero (see farther on) dolichocephaly increases in Italy 
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in the direction from north to south—from the Alpine population to the Mediter- 
ranean race. Now it seems that cancer increases in Italy in the same direction, 
and this leads at once to the conclusion that there is in this instance some con- 
nection between the frequency of cancer and race. But let us suppose that a 
personal examination of the sufferers from cancer in northern Italy were to be 
made, with a view to determining their index cephalicus, and that such examina- 
tion should show that this index was not in all respects proportionate to that of 
the average population; and let us suppose that the same should prove to be 
true of the population of southern Italy (and no one can know the actual condi- 
tions in this regard, as no investigation has been made): in such event the con- 
clusion arrived at by Nicefero would remain obscure. It was not for nothing 
that he exclaimed in the final passage of his report that the lack of individual 
data makes it difficult to gain a general insight into the matter, and his report 
ends with a question mark. 

I trust the foregoing has made it clear that very particular difficulties are 
encountered in the course of an investigation into cancer and race, principally by 
reason of lack of accurate data, with respect both to statistical and to anthro- 
pological facts. I shall, therefore, have to confine myself to the presentation of a 
critical review. ‘There are numerous sources of error and incomplete statements. 
Each individual can form the best judgment with regard to these by referring to 
the statistics and other data relating to his own country, and it therefore seems 
best for me to use my own country as the basis or center of this discussion of the 
matter in hand, and to group around this the data relating to other countries of 
Europe. 

THE NETHERLANDS AND CANCER STATISTICS 

Cancer occurs very generally throughout the Netherlands. According to 

the latest statistics (1924), the mortality from cancer was as follows: 


1923: Males 11.02 per 10,000 and females 11.64 per 10,000. 
1924: Males 10.81 per 10,00q and females 11.85 per 10,000. 


In the year 1923 the cancer mortality amounted to 11.42 per cent and in 
1924 to 11.43 per cent, of the total mortality. 

Cancer holds first place as the most frequent cause of death, the next place 
being held by tuberculosis in all its forms, with the following percentages: 


1923: Males 9.87 per 10,000 and females 9.91 per 10,000. 
1924: Males 11.04 per 10,000 and females 11.35 per 10,000. 


In the years 1923 and 1924 the mortality resulting from tuberculosis (in all 
its forms) amounted to the following percentages: 


1923: 10.54 per cent. 
1924: 10.85 per cent. 


It appears from the foregoing figures that cancer is in the lead, both with 
regard to absolute figures and with respect to the total death rate. During the last 
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few years there have been only slight changes in the cancer death rate in the 
Netherlands, although it still shows a tendency to increase. The great reduction 
in the figures for tuberculosis in the last few years is the actual cause to which the 
foregoing data are to be attributed. The following figures demonstrate that the 
figures relating to cancer show at the present time a tendency not to change 
materially. 

If we assume the mortality for 1901-1905 to have been equal to 100 for both 
sexes, the mortality during 1916-1920 is found to be tog for males and 116 for 
females; during 1923, 113 for males and 120 for females, and during 1924, 111 for 
males and 120 for females. 

You may have noticed in Hoffman’s book that Switzerland has the largest 
number of cases of cancer, and that the Netherlands hold second place. Hoffman 
fails, however, to take into account Denmark, a country which has had and still 
has the highest death rate. According to Hoffman, Switzerland surpasses all 
other countries, with a cancer death rate of 124.3 per 100,000 inhabitants. The 
Netherlands occupy only the second place, with a death rate of 106.4 per 100,000 
inhabitants. Then follow, with successively smaller figures, Scotland, Sweden, 
England, Norway, and Germany, all for the period 1908-1912. The more recent 
figures show a slight change, in connection with which the grading of the popula- 
tion according to age also exerts an influence. Figured on the basis of 10,000 
living inhabitants over 40 years of age, Switzerland has a death rate of 43.4 for 
males, and of 38.4 for females (period 1918 to 1922). For the Netherlands, these 
figures are 36.51 for males, and 38.1 for females (1919-1921). For Denmark I 
figure out a total of 45.1 per 10,000 living inhabitants of both sexes over 40 years 
of age (1920-1922). 

The differences between Switzerland and the Netherlands are therefore in 
reality smaller than the figures showing the proportional numbers estimated on 
the basis of all living inhabitants would indicate. There is no material difference 
between the death rates for the male and for the female sex. According to the 
report of D. Carriére, there has been no very material change in the death rate 
of Switzerland during the last 20 years. Renaud also makes a similar statement. 
It appears to me that, at least in the case of countries in which the cancer death 
rate is high, the curved lines show a tendency to straighten out horizontally, 
which will result in course of time in a probable uniformity or a decline in the 
figures indicating the number of deaths. So far as I know, however, this decline 
has not as yet set in toany plainly noticeable extent, although there are occasionally 
sonwe differences in the figures for successive years. 

I am personally of the opinion that the mortality statistics of Holland are kept 
very efficiently. Some errors are bound to slip in, in all statistics of this descrip- 
tion, and those of the Netherlands are likewise not free from them, but there are 
various factors in our country which tend to make these mortality statistics 
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reliable, or at least as reliable as figures originating from such sources can be 
expected to be. At the Dresden International Public Health Exposition, in rorr, 
there was exhibited a large graph showing the percentage of deceased persons 
in each individual country who had received medical treatment. The Nether- 
lands were in the lead, with 93 per cent, while the next country following was 
Denmark, with 89 per cent. The average for the German-speaking countries 
did not exceed 70 per cent. A still more striking feature consists in the treatment 
in connection with the age of the deceased. “In the Netherlands, medical treat- 
ment is provided to an equal extent for persons of all ages, and much more fre- 
quently than in the various parts of Germany. This is due to the fact that 
physicians are more generally within reach in Holland, and that a higher value 
is attached to life in that country than by a considerable part of the population 
of Germany—particularly in the case of children and of the aged.” 

It appears to me that this particularly enhances the value that may be attached 
to the figures relating to the Netherlands. Since the year rg11 the figures have 
undergone a further change which has made them even more favorable, with the 
result that the percentage of deceased persons who had received medical treat- 
ment had increased in 1923 and 1924 to more than 97 per cent of the total number. 

Furthermore, in the mortality statistics of the Netherlands persons are always 
entered under the heading of their actual place of residence, and not under that of 
the locality in which their death occurred, if this happened to be elsewhere. This 
arrangement practically prevents, therefore, the accumulation of cases in localities 
provided with hospitals, etc. So far as I know, the mortality statistics of Denmark 
and of Switzerland are the only ones that closely resemble those of the Nether- 
lands, both with regard to the collection and the application of the figures. 

Two features of the cancer statistics of the Netherlands must be placed in the 
foreground: (1) the mortality on the basis of the geographical extent of the 
disease; (2) the mortality in relation to sex. 

We shall need these considerations when we come to the discussion of the sub 
ject in connection with race. The first of these points involves, primarily, a dis- 
cussion of the mortality in the cities and towns as compared with the figures for 
the country districts. We have already supplied data relating to this matter 
in a published article.' About the year 1890 there were numerous cities and 
towns in the Netherlands in which there were a materially larger number of 
cases of cancer than in the surrounding country districts. This phenomenon 
completely disappeared later on, after the period 1900-1910. While the mortality 
has, as a matter of fact, increased very materially in comparison with that in 
previous years, the differences between the number of deaths from cancer 
occurring in the cities or towns and in the country districts have entirely dis- 
appeared, and in some country localities the cancer mortality is even somewhat 


1 Ztschr. f. Krebsforsch. 
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in excess of the figures applying to the cities and towns. In the country districts 
the mortality has increased more rapidly than in the cities and towns, and this 
enabled them to “catch up with each other,” so to speak. The mortality in some 
of the cities and towns in which it had attained the maximum figure has not 
changed materially in the course of the last few years. The increase in the number 
of deaths from cancer, eagerly set forth in foreign statistics, is no longer noticeable 
here in the Netherlands. Such a condition did prevail, as a matter of fact, but is 
now completely eliminated. 

We shall next have to consider the differences in cancer mortality in the 
Netherlands in relation to the geographical locality. This mortality shows 
differences each year in the different sections of the country, with a regularity 
which to a certain extent indicates permanency. 

It appears each year from the mortality statistics that the number of deaths 
caused by cancer is slightly less in the northern than in the southern provinces. 
The Netherlands are divided into 11 provinces, of which North Holland and 
South Holland have the largest population. The three largest cities in the 
country—Amsterdam, Rotterdam, and The Hague—are located in these two prov- 
inces. ‘The cancer statistics of all countries, in so far as they are known to me, 
show differences in the geographical distribution of the disease, but in this regard the 
statistics for the Netherlands certainly present a very peculiar feature, namely, 
that not only are these differences here very slight, but the figures indicate an 
undeniable tendency to decrease in the course of years. For the period 1919, 1920, 
1921, for instance, the figures show the annual mortality per 10,000 inhabitants 
above the age of 40 to have been for the different provinces as follows: 


DN 55.55 taal be.d ue Raw Nay tite aa epee Tebwaa 41.85 
ee re er rE ee 40.69 
EE, Nec nnics btea a ummekine eidee iv wes ha eevee eee 40.60 
eit 032 Steak Ges ae 6 un oN So cok anaes Berea 39.12 
Es ciuiess ip wiv Se aden aeaaiiwnk oSeis eccke RaWinn oe ewe 38.93 
NES 5 nay mide Ves SYA eda SRE REE ES ASEM EEA 37.94 
SR Er eee irre rere 2 ee ee eres yar 37-75 
05 Si whine pig care MAMI ore Mi lat aiacahave DPR Eee 37.54 
es aie as acu a knew eigie miahe Meee 36.70 
IN oo 5.5525 viiardlanatas bards Wb dk eee ewan lees 30.40 
hs so hete Coven ahathce a osbax cite mee oo eels aA 29.52 


The figures for the first 5 of these provinces exceed the average figure for the 
year, while those applying to the last 6 show the mortality to have been below the 
average figure for the year. If we divide the 11 provinces into the two groups 
thus indicated, we find the average mortality in the first group to have been 40.3 
and that in the second group 36.1 per annum. For the period 1901~1909, these 
figures were respectively 33.05 for the minimum and 37.7 for the maximum group. 
The minimum figures have consequently increased to a greater extent than the 
maximum figures. This is the same phenomenon which we have already had 
occasion to notice in the case of the differences between the proportional number 
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lig. 1. Map showing the cancer mortality per 10,000 population according to provinces 
in Holland. 


of deaths in cities and towns and in the country districts. This tendency is also 
plainly apparent in some particular cases, such as that of the Province of Drenthe, 
for instance. It is a well known fact that this province, in particular, has pro- 
gressed enormously in the course of the last 20 to 25 years, and that this has even 
resulted in some localities in serious crowding of the population. The figures are 
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Fig. 2. Map showing the ratio of the minimum to the 
maximum cancer mortality in the various countries of 
Europe, obtained by comparing the averages reported in the 
different sections of each country. 


as follows: period 1901-1909, 32.39; period 1919-1921, 38.93. The increase was 
greater than in any other province. Would it be too fantastic to see a relation 
between economic progress and the improved medical assistance on the one 
hand, and the increasing number of cancer cases reported, on the other, in the 
sense that these figures do not necessarily indicate an actual increase in the actual 
number of cases of cancer? (The number of physicians increased in the same 
space of time from 50 to not less than 71!) At the other extreme we see the prov- 
inces of Friesland, Groningen, and North Holland, in which the increase has 
been only very slight during the last 10 years. On the other hand we must men- 
tion in this connection certain particulars relating to the Province of Limburg. 
The death rate in this province has always been and still is very low. We are of 
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Fig. 3. Map of Grant, showing the distribution of races 
in Central Europe. 
the opinion that there are particular reasons for this fact, not connected with the 
remarks concerning the racial differences which we shall subsequently submit. 
The death rate for Limburg was practically constant from 1go1 to 1908, after 
which time it increased very slightly, but still remained for a long time far below 
those of the other provinces. The population of Limburg has recently increased, 
in some sections even to the extent of 86 per cent. As a matter of fact, this 
province is a mining territory which is being very rapidly developed. Con- 
sequently, it has a wholly peculiar population. Not only is its composition with 
regard to the age of the inhabitants quite unusual, but a large foreign, or at 
least not domestic, population has settled down within its borders. It seems rather 
peculiar that in those sections of Limburg which do not belong to the mining 
districts, namely, those in the northern part of the country, the figures differ less 
from those applying to the other sections of the country. It is evident, therefore, 
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Fig. 4. Map of the Netherlands showing differences 
in pigmentation and index cephalicus (after Bolk). 


that the mining territory, with its peculiar population, is the actual cause of the 
different status of this province. ‘Thus we see, on assembling all our data, that 
the difference between the minimal and the maximal cancer death rate in Holland 
is slight. The ratio here of 36.1: 40.3 is equal to 1:1.11 estimated on a basis of 
10,000 population and per year. It will be useful now to see how this compares 
with the ratio of minimal to maximal in other countries. 


A COMPARISON OF THE NETHERLANDS WITH OTHER EUROPEAN COUNTRIES 
DENMARK 
I find for the various districts into which Denmark is divided statistically, 
the following figures (per 10,000 persons over 40 years of age), applying to the 
years 1919, 1920, 1921: 


52.41 $2.33 45.79 48.17 47.98 
47.78 47.39 47.18 46.15 45-74 
45-72 45.13 14.93 44.75 44.01 
41.92 38.09 34.03 33-54 
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Fig. 5. Map showing the comparative cancer mortality per 10,000 population in the 
three racial districts of Holland. The percentages represent the dark haired population of 
each district. 


It appears from the above list that there is quite a material difference between 
the figures applying to different sections of the country, and that these differences 
are greater than in the case of the Netherlands. The average annual figure is in 
this case about 45.1, figured on the basis of the entire population. The mortality 
is higher in 12 and lower in 7 provinces. The average maximum mortality is 47.9, 
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and the average minimum mortality 40.3. The maximum and minimum figures 
are consequently in the ratio of 40.3: 47.9, equivalent to 1: 1.19. 

SWITZERLAND 


For the period 1918-1923, I have the annual figures calculated per year for each 
10,000 inhabitants above 4o y vrs of age. These figures are for the different 
districts: 


60.8 55-3 50.2 51.5 48.6 
47.5 46.6 45-4 45.2 44.1 
43-7 43.2 42.9 42.2 42.0 
40.7 38.9 38.0 38.4 37-4 
37-4 37.0 35-5 31.4 20.3 


These figures are to be read horizontally, from maximum to minimum. 

The average mortality is 44.7 per annum per 10,000 inhabitants not under 40 
years of age. ; 

I have calculated these figures on the basis of the publication by Carriére for 
the period 1911-1920, and as the average cancer mortality has remained con- 
stant since these years, there is no objection to applying them to the period 
1918-1923. 

If we calculate the average mortality in exactly the same manner in the 
provinces in which it is below the average (9) and in those in which it is above 
the average (16), we obtain a ratio of 38.9: 50.1, equivalent to 1: 1.29. 

In the report of Carriére, particular stress is laid on the differences in con- 
nection with the geographical location. A map of the country shows—and 
Carriére plainly indicates the same in his article—that there is certainly some con- 
nection between the geographical location of the district and the figures indicating 
the cancer mortality. The very low figures correspond to the most remote dis- 
tricts, in which medical assistance is not very efficient, even if for no other 
reason than because of the long distances. These are the only parts of the 
country where deaths without previous medical attendance are still of rather 
frequent occurrence, and where the death certificates have quite often to be 
filled in by non-professionals. It is clear that such conditions necessarily exert 
an influence on the cancer statistics. This applies especially to the very remote 
Canton of Valais in the southern section of Switzerland, which is badly in the rear 
with a figure of 20.3. 

GERMANY 

I have at hand the figures for the period 1908-1912, calculated throughout on 
the basis of 10,000 per annum of the age group of 4o years and over. The average 
mortality for this period is 29.43. Twenty-four sections or departments show a 
lower and 14 a higher death rate. The average minimum is 26.1, and the average 
maximum 34.3. The average maximum and the average minimum are in the ratio 
of 34.3 : 26.1, equivalent to 1.32 : 1. 
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ENGLAND 


The years 1919-1923 supply the average figures per 10,000 per annum for 
persons 45 years of age and over. The average cancer mortality is 26.8. The 
mortality is above the average in 43 districts, and below it in 17. The average 
death rate of the maximum group is 42.4, and that of the minimum 21.3. The 
ratio between minimum and maximum is 21.3 : 42.4, equivalent to 1 : 1.99. 


FRANCE 


’ 


This country is divided into 87 “departments.” I have available the cancer 
mortality figures per 10,000 inhabitants over 40 years of age for the period 1911 
1913. The average death rate is 18.4 per annum per 10,000 inhabitants. Thirty- 
cight departments have a higher and 49 a lower death rate. The average death 
rate in the maximum group of departments is 26.1 and in the minimum group 
12 per 10,000 persons over 40 years of age. Hence the ratio of the minimum 
average to the maximum average is in the ratio of 12.0: 26.1, equivalent to 1 : 2.18. 
ITALY 
This country is divided into 16 districts. The available data cover the years 
1917, 1918, and 1919, and are calculated upon the living population above the age 
of 20 years. The ratio of the minimum group to the maximum is 7.51 : 15.03, 
equivalent to 1:2.00. 
SWEDEN 
There are 12 districts with a cancer mortality higher than that of the total 
kingdom, which is 33.6 (maximum group 37.5); and there are 13 districts with a 
cancer mortality lower than the general average (minimum group 29.8). The 
ratio of the minimum to the maximum is 1 : 1.26. The data for Sweden are for 
the years 1920, 1921, and 1922, and are calculated upon all inhabitants over 4o. 


RESUME 


By combining these results in a table (Fig. 2, p. 257), we obtain the following 


data: 

Minimum Maximum Ratio of mini 

average average mum to maximum 
Netherlands 30.3 40.3 I:1.11 
Denmark 40.3 47-9 I:1.19 
Sweden 29.8 37-5 1:1.26 
Switzerland 38.9 50.1 I:1.29 
Germany , 20.1 34.3 it .33 
England oe 21.3 42.4 1:1.99 
Italy : 2.5 rr .3 1:2.00 
lrance : 12.0 26.1 1:2.18 


It appears from the foregoing that in these countries, in the order given, there 
is a constant increase in the differences between the minimum and the maximum 
mortality due to cancer. How is this phenomenon to be explained? 
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We have seen, on the one hand, that many investigators! are inclined to 
attribute the low mortality figures applying to the Canton of Valais in Switzer- 
land, for instance, to errors in the statistics. In our own country we likewise 
think that we must adopt this assumption with regard to the figures indicated 
for the Province of Limburg (farther on). Pittard is also of the opinion that in 
the case of France the very low mortality figures indicated for some districts 
must be attributed to errors in the statistics, and that these must consequently 
be handled with great caution. On the other hand, we notice in the case of the 
Netherlands that the figures show a tendency to equalization in the course of 
years. This might lead to the conclusion that the leveling of the cancer figures 
in the geographical districts of one and the same country, with a decreasing dif- 
ference between the maximum and minimum figures, is to be attributed to some 
extent to constant improvements in the keeping of statistics. When one looks 
back over the figures for the Netherlands applying to earlier periods (for example, 
1885-1889), the constantly increasing difference between the minimum and max- 
imum figures as one goes in reverse direction through earlier years becomes very 
apparent indeed. Lack of time has prevented me from showing these figures, 
too, in exactly the same detail as the foregoing, but if one notes that the mortality 
varied at that time between a minimum group with 11.2 : 13.8 and a maximum 
group with 35 : 37.6, while for the period 1909-1914 the minimum group was 
about 23.5 : 26.7 and the maximum 52.2 : 55.4, these figures plainly indicate the 
reality of the increasing difference. 

When the city and country district mortality figures are compared with each 
other, the same phenomena will be observed, when taking the time duly into 
account. For instance, I came across the following figures: 


1855 —1889 1O14 -TgIs 
chy... 22.01 39 00 
Country districts a 19 31 40 00 


Here also the equalization of the figures again becomes very evident. 

I may be permitted to make an incidental remark concerning the figures 
showing the mortality due to cancer in the Netherlands during the past 20 years. 
We have already stated that there have been no very material changes in the 
figures in the course of the last few years, but that they are apparently oscillating 
around a maximum. I quote the following passage from the latest Report of the 
Central Bureau for Statistics: “The general increase in deaths caused by cancer 
since 1go1 is due only in slight degree to cancer of the oral cavity and of the skin, 
while the other specified varieties of cancer have contributed toward it in various 
degrees. In the years 1923 and 1924 cancer of the breast ranked first with 66 
and 68 per cent, respectively, followed by cancer of the peritoneum, intestines, 
and rectum, with 49 and 50 per cent, cancer of other organs with 34 and 34 per 


! See Carriére and Renaud. 
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cent, of the female sexual organs with 21 and 14 per cent, and of the stomach with 
6 and 3 per cent, respectively. Deaths caused by cancer of the oral cavity num- 
bered, in 1923, 38 per cent less, and in 1924, 37 per cent less than in the period 
1901-1905 (and this in a country where the consumption of tobacco has steadily 
increased). For cancer of the stomach, the death rate in 1923 and 1924 was about 
the same as in the period 1916-1920. The increase of deaths from mammary 
carcinoma and carcinoma of other organs has been very slight in the last 7 years.” 


MORTALITY ACCORDING TO SEX 


In 1920 I published the following table showing the death rate for both sexes 
in the Netherlands: 


Males Females Males Females 
1905 10.23 10.01 IQIt 11.05 10.68 
1906 10.31 9.84 Igi2 10.74 $2.23 
1907 9.99 10.38 1913 10.87 IL.Or 
1908 10.24 10.32 19t4 10.48 10.88 
1909 10.30 10.21 IQs 10.74 10.96 
1910 10.67 10.61 1916 10.70 10.91 


I wrote at that time that the differences due to the sex of the individual 
were of only slight importance in our country. There has been no change in this 
respect in the years following 1916, and the Director of the Bureau of Statistics 
constantly points out that the figures for the two sexes differ only slightly and 
show very little variation, with the result that the mortality figures may be some- 
what higher for the male sex in one year and for the female sex in the next. The 
figures for the population above the age of 40 differ to a somewhat greater extent, 
and show that more females than males die from cancer. A natural explanation 
of this phenomenon is to be found in the fact that the lifetime of the two sexes 
is not equal after the age of 40, but that women on the whole live to a somewhat 
greater age, an observation which will account for a slight difference. The gen- 
eral mortality statistics of the Netherlands also show a striking agreement in this 
respect with the slight difference in cancer deaths between males and females. 

It appears from the statistics of many countries that the death rate of men 
is lower than that of women. The Netherlands, and likewise Switzerland, are an 
exception to this rule. In a detailed statistical research into the mortality from 
cancer in his country for the period 1901 to 1920, Renaud stresses this fact. He 
states that the assertion that the female sex is more subject to cancer than the 
male is met with again and again in literature, taught as if it were a religious 
dogma. In very old statistics cancers are in some instances stated to be three 
times, or four times, or even five times more frequent in the female than in the 
male sex. Investigators of later date, such as Ménétrier, Roussy, Wolff, Hoff- 
mann, and also Aschoff for Germany, always refer to these differences as being a 
constant phenomenon. Renaud, however, demonstrates that the cancer mortal- 
ity of the two sexes is equal, at least in the case of Switzerland. The Netherlands 
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also belong in this class, while I have no data relating to Denmark. Certainly, 
according to age, the mortality from cancer does show important differences with 
respect to the organ and the sex of the person affected. This is not the place 
to enter further into this subject, but it seems to me that an interesting biological 
problem is presented by the apparent evidence that cancer attacks both sexes to 
the same extent. If the observation proves correct that both sexes are now equally 
affected by cancer in the Netherlands and Switzerland, this may in my opinion 
be expected to be the case in other countries as well, if the statistics can be made 
up with constantly increasing accuracy. In his well-known treatise on cancer in 
Switzerland, Dr. Carriére points out this interesting particular, although we are 
very well aware of the fact—to which he too makes reference—that the age 
incidence for cancer differs greatly in the two sexes. While young women are more 
liable to cancer than young men, this surplus is fully compensated for at a more 
advanced age by the higher mortality in the case of the other sex. It appears to 
me that it will be very important to continue also in future the keeping of records 
relating to the cancer mortality in the two sexes. ; 


THE NETHERLANDS AND THE ANTHROPOLOGICAL COMPOSITION OF THE 
POPULATION 


We shall now have to take up the question of the extent to which racial 
differences of a nation, or group of nations, cai. furnish a sufficient explanation for 
the difference in the cancer mortality, and in this connection we shall primarily 
consider the proportional factors in the Netherlands, and shall be compelled to 
deal only superficially with the conditions in the remainder of Europe. The 
arguments set forth on the preceding pages will presumably have made it evident 
that we shall have to verify our figures most carefully, inasmuch as the cancer 
mortality figures have very probably not the same significance everywhere. This 
is, in fact, always the factor which present-day scientists engaged in research work, 
such as the anthropologist Pittard and the anthropologist and statistician Nice- 
fero, have pointed out to us, the former principally with respect to France, and 
the latter with reference to Italy. They have also studied the other countries, 
but not so thoroughly, since it is an exceedingly difficult matter to arrive at a full 
and complete judgment regarding a foreign country when one cannot personally 
investigate the conditions existing. 

It seems desirable to insert some preliminary remarks regarding the anthro- 
pological composition of the European nations. The book of your countryman 
Ripley, along with that of Deniker, still serves as a basis for studying the racial 
problems of Europe. The mutual relations of the index cephalicus, the pigmenta- 
tion of the hair and eyes, the length and shape of the face and nose, are recognized 
as distinguishing racial characteristics. In Europe, however, a more or less inten- 
sive blending of the races is discussed everywhere, although there undoubtedly 
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still remain important territories in which a distinctive type predominates. The 
outgrown opinion of Blumenthal that all the nations of Europe must be con- 
sidered as belonging to one single race, namely, the Caucasian, must be re- 
garded as having been finally shelved, although, on the other hand, there is not 
as yet an absolute unanimity of opinion with regard to the number of races that 
must be considered to exist, if a definite relationship is to be established between 
the aforementioned characteristics. 

The French anthropologist Boule submits the following concise table showing 
the minimum number of races whose actual existence is now fairly generally rec- 
ognized in Europe: 


{tall and blond: Homo nordicus 
short and brunette: Homo mediterraneus 
brachycephalic—short and brunette: Homo alpinus 


a | dolichocephalic 
albus 


Briefly stated these racial characteristics are as follows: 


skull of dolichocephalic shape, 
Homo nordicus: long oval face, blond hair, 

blue eyes, tall stature. 

skull of brachycephalic shape, 
Homo alpinus: round face, chestnut brown hair, 

broad nose sometimes flat, 

gray to dark eyes, medium stature. 


skull of dolichocephalic shape, 
Homo mediter- oval face, short stature, very pro- 
raneus: nounced pigmentation of hair and eyes. 


Asa fourth race, there is added to the three above specified the homo dinaricus, 
whose distinctive features are brachycephalic shape of skull, pronounced pig- 
mentation, and tall statute. 

Some authorities consider that there is still a fifth race, with skull of brachy- 
cephalic shape, and with little pigmentation (eastern Europe). 

lor Europe a consideration of absolutely primary importance lies in the fact 
that one has to deal everywhere with a more or less intensive mixture of all these 
types, and that the data concerning the anthropological constitution of a people, 
or combination of peoples, are still in many instances very incomplete. In dealing 
with the subject in hand we are consequently compelled to face very serious, and 
sometimes insurmountable, difficulties. The countries with regard to which we 
have in this connection deplorably slight information are England, Switzerland, 
Germany, Denmark, Spain, and Portugal, while those with reference to which we 
know something in this regard are the Netherlands, Italy, Scandinavia and, 
possibly, France. We have not as yet progressed much farther in the collection 
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of most of the data in the field of racial science than the establishment of the fact 
that we must base our opinion on one single distinctive mark, such, for instance, 
as the relative degree (7.e., percentage) of pigmentation, or on such data as those 
relating to the index cephalicus. This will then give us a general conception of 
the possible composition of a nation from an anthropological point of view. There 
is still a great deal lacking in this connection and much work still remains to be 
done by the anthropologist. Such countries as Switzerland or Denmark are 
practically virgin territories from an anthropological point of view and these 
happen to be two countries in which many important data might be collected by 
systematic research. ‘The fact should be borne in mind that a small country, 
inhabited by descendants of different races, may be specifically of particular im- 
portance for the solution of the problem we are facing, inasmuch as the other data 
relating to habits of living, food conditions, etc., may be considered to be uniform 
throughout this small territory. 

The well known map of M. Grant gives us a clear insight into the topograph- 
ical distribution of the races in Europe, as stated above (Vig. 3; p. 258). He 
distinguishes the three races as homo nordicus, hon o alpinus, and homo medi- 
terraneus. The last of these inhabits principally the countries extending along 
the Mediterranean coast. Homo nordicus (the Teutonic race) inhabits the Baltic 
and North Sea districts, Scandinavia, and eastern England, and this population 
extends farther into the interior where it has become mixed with the type homo 
alpinus, which inhabits central Europe, but which has become blended with 
homo nordicus as far north as Norway, for instance. 

I shall next give some data regarding cancer and race. Pittard is in a position 
to demonstrate that northern France has the largest cancer mortality, while at 
the same time the homo nordicus type is distributed generally and to a particu 
larly large extent over this section of France, and is in some parts found in greater 
numbers than homo alpinus and homo mediterraneus. He points out that a 
large average cancer mortality prevails wherever homo nordicus has settled, and 
refers in this connection to the Scandinavian countries, the northern section of 
the Netherlands, and some parts of Belgium. 

The population of the northern half of Italy is predominantly brachycephalic, 
of homo alpinus type, while the dolichocephalic (homo mediterraneus) predom 
inates in its southern half. There are relatively fewer cases of cancer among the 
former than among the latter type. However, the fact that only very slight im- 
portance may attach to these data becomes evident from the fact that “islands” 
with a dolichocephalic population are found in the brachycephalic territory It 
appears, however, that these “islands,” considered from an anthropological point 
of view, prove to have a cancer mortality exactly equalling that in the natural 
territories of the brachycephalic population of the country, and not correspond- 
ing to the average high cancer mortality in southern Italy. Do not these facts 
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indicate that the differences in the cancer mortality can scarcely be explained 
by differences of race alone? 

There are thus certain data which might indicate that homo nordicus is more 
subject to affliction by cancer than homo alpinus or homo mediterraneus, and that 
of the two latter the average cancer mortality is presumably larger in the case of 
homo mediterraneus than of homo alpinus. 

Now what information do we derive from the data relating to the Nether- 
lands? The Netherlands are from an anthropological point of view a very re- 
markable country. They are the border territory between homo nordicus and 
homo alpinus (in this respect, Grant’s map is not quite correct), as Ripley’s map 
plainly shows (see page 64 of his book). The border between “pigmented” and 
“blond” divides my country exactly into a “blond” northern and a “‘ pigmented” 
southern section. His chart of the index cephalicus in Europe (p. 53) also shows 
a very considerable graduation, while the chart portraying the average height of 
the population indicates a northeasterly and a southeasterly section of my 
country, between which there are very material differences in this regard. All of 
this makes it sufficiently clear that the Netherlands are in this respect a very re- 
markable country, in which quite material differences are observable between the 
various parts of the population, from an ethnological point of view. Ripley writes: 
“The anthropology of this little nation is of exceeding interest.”’ It appears, 
however, that, in the Netherlands also, numerous matters appertaining to this 
branch of scientific research are still awaiting a full and complete investigation, 
although some more particular and ample data have become known in con- 
sequence of the more up-to-date research work of Bolk (1908). From the point 
of view of pigmentary peculiarities, the Netherlands can be divided from north 
to south into threesections. In the most northern section (provinces of Groningen, 
Friesland, Drenthe, Overijssel, and the northern part of North Holland) the 
percentage of dark-complexioned inhabitants varies from 18 to 23. In the 
central territory (comprising Gelderland, Utrecht, South Holland, and the 
southern part of North Holland) it is 28 to 32, and in the southern territory 
(Zeeland, North Brabant, and Limburg) it ranges between 37 and 41. It appears 
from the foregoing statement that the figures differ materially, and that the 
degree of pigmentation increases markedly in the direction toward the south 
(Fig.4;p.259). These differences probably indicate the original presence of a pure 
pigmented Alpine population in the southern part of the country, in contrast with 
a northern population that cannot be said to have been pure Teutonic, but still 
contains considerable parts of such a population, inasmuch as there are indica- 
tions that a non-pigmented brachycephalic race, originating from the East (Sla- 
vonic) has become mixed with the Teutonic population. 

An investigation of the cancer mortality in these territories shows that for a 
comparison of the most northern section, we have to deal with the territories of 
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Friesland, Groningen, Drenthe, Overijssel, and North Holland,’ as against 
Zeeland, North Brabant, and Limburg. By availing myself of data previously 
mentioned, I find the average annual cancer mortality (for the period 1919~1920- 
1921) to have been, for the age group of 40 years and over, as follows (Fig. 5; 


p. 260): 
The most northern group: 


errs 41.85 
Groningen.......... 40.60 
| eee eee 38.93 Average: 39.9 
Overijssel.......... 37.54 
North Holland...... 40.69 
The southern group: 
Zeeland. ........20 37-75 
North Brabant...... 36.70 Average: 34.7 
oe ee 29.52 


The ratio of minimum to maximum is consequently 1 : 1.15. 

(If we exclude Limburg from this discussion because there are in that province 
abnormal ratios which I have already explained, we find the ratio of minimum to 
maximum to be 37.23 : 39.9, equivalent to 1 : 1.07.) 

This leads, therefore, to the conclusion that notwithstanding large differences 
in the extent of an anthropologic characteristic—in this case pigmentation—the 
differences in the cancer mortality are nevertheless very slight. These figures 
assume a special importance by comparison with the relative figures, as studied 
very fully for Italy by Nicefero. 

In this connection I find that in the presence of less pronounced racial differ- 
ences (in so far as these can be judged on the basis of the pigmentation character- 
istic) the differences in the cancer mortality are very much larger. The figures 
are as follows: 


Pigmentation Pigmentation Cancer mortality 

Minimum Maximum Minimum:Maximum 
PII Sci ntaias cos aeneaaceatambeenaes 18 per cent 41 per cent i £5 
(1.07) 
I his check nis sao we inmind oe eee ee 40 per cent 60 per cent I: 2.07 


No matter what racial characteristic is investigated, the result will always 
show the small differences in the cancer mortality in the Netherlands, in com- 
parison with much greater differences in other countries. Inasmuch as, with 
the single exception of the pigmentation of the Dutch people, the data regarding 
the other racial characteristics are much less fully known, I shall entirely refrain 
from giving other calculations. If we could attribute the differences in the cancer 
mortality in Italy actually to the racial influence, the presumption would be that 
these differences in the cancer mortality in the Netherlands would have to be at 
least equal to them, or even greater. And it appears, as a matter of fact, that the 
cancer mortality differs only to such a slight extent that one feels inclined not to 
take these differences into account at all. In view of this illustration, we arrive al 


1T have included the entire territory of North Holland in the-calculation. 
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the conclusion that the differences in the cancer mortality in a country whose popula- 
tion is of mixed anthropological composition need not be attributed primarily to the 
racial differences, inasmuch as we know that there are countries with well-kept 
statistics in which there are considerable racial differences, but in which the cancer 
mortality is nevertheless fairly constant (such as the Netherlands). 

This problem may also be looked upon from another point of view. If we 
consider a country like Sweden, whose population ranks presumably among those 
of the purest stock in Europe, we shall find that there is in each province only a 
relatively slight difference in the various racial characteristics. Nevertheless, it 
seems that the cancer statistics show quite material differences in the various 
parts of that country. It appears, for instance, that Sweden, whose population is 
largely dolichocephalous (the index varying between 74.8 and 77.5), has a cancer 
mortality whose average minimum bears to the average maximum a ratio of 
1 : 1.26 and consequently ranks between Denmark and Switzerland. With re- 
spect to the percentage of inhabitants with brunette complexions, the conditions 
are exactly the same. These examples show that, in Europe at any rate, no 
definite connection at all between cancer mortality and racial differences can be 
demonstrated. 

The following threefold statement seems to me to express this to the very 
best advantage. 

Netherlands: Racial differences very pronounced. Very slight difference in the cancer 
mortality. 
Italy: Racial differences very pronounced. Very considerable difference in the cancer 
mortality. 
Sweden: Homogeneous race. Very considerable differences in the cancer mortality. 

For other countries we have as yet no data whatever in this connection. 
This is particularly deplorable in the case of Denmark, Switzerland, and England, 
which are countries that have good (possibly even excellent) statistics, but the 
anthropological constitution of whose population is known only very incompletely, 
making comparative investigations impossible. 

In view of the great racial differences among the population of the Netherlands 
and of the fact that there are absolutely no considerable differences in the cancer 
mortality in the different sections of the country, I am inclined not to attach any 
great importance to the relationship between race and cancer. At all events, we 
shall have to wait until greatly improved statistics relating to other countries 
become available, before we can proceed further in checking up a relationship 
between race and cancer. In this connection, a previous knowledge of the anthro- 
pological composition of some of the European nations may prove serviceable 
to us. However, so far as it is possible to gain an insight into these matters at the 
present time, I do not believe that there will be found in Europe many indications 
of a connection of any sort between race and cancer. 
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It seems to me worth while to survey, from one uniform point of view, the 
differences in the figures for cancer mortality in the various parts or sections of 
the Netherlands, however small they may be. The psyche of the populations or 
inhabitants may, for instance, have some significance in this connection. My 
teacher, the anatomist Professor Bolk, pointed this out about 20 years ago, in 
connection with his researches regarding the anthropological composition of the 
population of the Netherlands. It is an admitted fact that there are important 
differences from a psychological point of view. While in the case of the inhabitants 
of the adjoining provinces of Friesland, Groningen, and Drenthe these differences 
are already so pronounced that their origin can be determined by psychological 
observations, they become even more striking when we are dealing with the in- 
habitants of Friesland on the one hand and of North Brabant or Limburg on the 
other. Pigmentation represents a cause of vital superiority: “la pigmentation 
c’est une indication de la force.” It is known that the pigmented races (homo 
alpinus) are generally of the Roman Catholic faith, while persons of the Teutonic 
race are predominantly Protestants. This fact has an important bearing upon the 
problems we are discussing. I made in the year 1917 a comparative clinico- 
statistical inquiry into the cancer mortality in the provinces of Friesland and 
Limburg, these being the two provinces of our country which show the widest 
differences in the number of cases of cancer annually reported. Limburg is a 
Roman Catholic territory throughout, while Friesland has a Protestant popula- 
tion. ‘Though I cannot assert that my investigation has resulted in a full and com- 
plete solution of the question in hand, it has nevertheless disclosed some interest- 
ing facts. ‘The following sketch by a physician who practiced his profession first 
for a number of years in the central district of the southern section of the Prov- 
ince of Limburg, and subsequently spent part of his life in Friesland as a practic- 
ing physician, shows in my opinion quite plainly the difficulties we have to face 
in this connection: “In Friesland we are dealing with a population of precise 
habits, with a predisposition for exact sciences, who avail themselves readily of 
the medical assistance proffered them, which does not have to have a miraculous 
element in order to be appreciated. In Limburg, on the other hand, the careless 
and ignorant inhabitants, who frequently have also a somewhat fatalistic tend- 
ency, are very much inclined to place faith in quacks and miracle cures, like the 
natives in our tropical colonies, and have as a rule no great respect for the scien- 
tific physician, although they will give him a friendly reception. . .”’ 

' A characterization such as the foregoing appears to me to be an absolutely 
true and correct statement of the differences in the character of the two popula- 
tions. One acting in my capacity as a compiler of mortality statistics in the case 
of a disease like cancer, the diagnosis of which is frequently not plain at first 
sight, must certainly hesitate to regard the two territories as perfectly on a par 
with regard to the accuracy of the figures supplied by them. 
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Has it not recently become clear that there is a connection between low figures 
for cancer and high figures for “unknown” and ‘‘old age”’ as causes of death? 
I do not make these statements because I want to make cancer statistics, includ- 
ing those of my own country, appear less valuable than they really are, but when 
important conclusions are to be drawn by judging between different phenomena, 
we must take very great care that the figures from which we start are as solidly 
established as possible. Determinations and conclusions which would subsequent- 
ly have to be retracted are of less value to the world than one single well-founded 
fact, no matter how slight its importance may be for the time being. 

Let us recapitulate the matters thus far discussed. The question of cancer 
and race must no doubt still be regarded as premature, so far as Europe is con- 
cerned. There are indications, however, that such a connection or relation is not 
convincingly plain with respect to this part of the world. We think that we may 
draw this conclusion from the fact that apparent important differences in cancer 
mortality are still too liable to be the result of imperfect representation of actual 
conditions, and, on the other hand, from the fact that Holland is a country in 
which there are great differences in the anthropological composition of the people, 
while there are only very slight differences (actually the smallest in Europe) in 
the cancer mortality in the various sections of the country. 

I am aware of the fact that in the country of our hosts, which has a very cos- 
mopolitan population, both with respect to race and origin, the proposition has 
been made to provide comparative statistics, by juxtaposition of those compiled 
in the United States with those compiled in the countries from which its popula- 
tion is descended. I am, however, of the opinion that practically useful results 
can be expected only if the statistical data are throughout as accurate and 
complete as is possible. ‘The conditions apparent in Europe indicate to us that 
a great many improvements will still have to be made in that part of the world. 
It is an exceedingly difficult problem, demanding for its solution data which are 
absolutely dependable. 

I should trespass beyond the limits within which I believe I am bound to con- 
fine my paper, if I were to enter into a discussion of the mortality on the basis of 
the separate organs in the different countries of Europe, from the racial point of 
view. I will merely say here that it seems to me that the mortality resulting from 
organic diseases does not differ in the European countries to such an extent as to 
make it necessary to attach particular importance to it at this stage of the study 
of cancer, unless it is made the object of very special investigations with regard 
to some one particular form of cancer in some of the European countries (such, 
for instance, as the studies that are being carried on in England, Italy, and the 
Netherlands, with regard to cancer of the mammary gland and of the uterus). 
However, studies from the standpoint of race do not occupy the most impor- 
tant position here. 
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DISCUSSION 


Pror. Gustave G. Roussy, Paris: The recent studies of cancer in colonies of France, 
in North Africa, especially in Morocco, show just about the same prevalence as among 
Europeans and bear out what Dr. Deelman has said today and Professor Johannes 
Fibiger yesterday. Everything points to the soundness of the belief that race has no 
relation to cancer. 


Dr. GEorGE A. Soper, New York City: We have had the great advantage of listen- 
ing to two excellent papers describing epidemiological studies of cancer. 

The charts of Professor DeVries illustrated beautifully the points which he brought 
out. The graphic method of analyzing facts has here done an important service. 

In Professor Deelman’s paper we have an illustration of another kind of epidemio- 
logical research made with the aid of graphs. While Professor DeVries’ study was 
intensive, Professor Deelman’s was extensive. 

I have great hopes that some of the mysteries of cancer will be solved by epidemio- 
logical work. This kind of research has never done more than skim the cream from the 
surface of the subject. If we could have men especially fitted by natural talent and 
training to go into the field and study cancer as it ought to be studied, we might get 
information which would surprise us. Up to the present, most of the investigations in 
this direction have been carried on without skill or experience. If laboratory research 
were not done any better than field investigations are, the outlook for additions to 
the existing knowledge of cancer would be very slight. It is curious to observe that, 
whereas only persons of good training and natural ability are thought fit to carry 
on work within the four walls of a laboratory, any statistician or general practitioner 
of medicine or social worker is commonly looked upon as qualified to do epidemiologi- 
cal work. 

The fact that everyone is not qualified by nature to become an epidemiologist was 
brought to my mind during my service in the Army on an official visit to Camp Mead. 
It had been my duty to examine a number of epidemiological reports from that camp, 
and I now asked the camp surgeon how he was able to find physicians who could do 
this work. He replied, ‘‘I don’t get doctors, I get lawyers.” The type of mind which 
leads a man into the law and the mental training which he gets in his study of that sub- 
ject enable him to take up epidemiological investigations very well, after he gets the 
medical information which he needs. 

An illustration of the high value put upon epidemiological studies, when properly 
made, was afforded by Robert Koch not so many years ago. The great German 
bacteriologist trained a small group of men and provided them with a portable labo- 
ratory with which to examine the excretions of persons for the typhoid bacillus. Koch 
had an idea that healthy people as well as sick ones sometimes threw off typhoid germs. 
He believed that if he could send properly trained men to some little town to examine 
the excretions of all the inhabitants, whether they had typhoid or not, he would be 
able to throw light on the curiously sporadic appearance of typhoid in such places. 
The little town of Trier was selected for study. The flying laboratory was sent there. 
The investigators established themselves and went to work. What they discovered was 
illuminating. It furnished the basis for the theory of the healthy carrier in typhoid. 
No contribution of such importance has been made to the etiology of typhoid in re cent 
years. It would mark an epoch in our knowledge of cancer if something of this kind 
could be done in regard to this disease. Your qualified epidemiologist is a man of an 
unusually logical type of mind, with a passion for investigation and a thorough equip- 
ment of pathological information. 
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THE CHANCE OF DEATH FROM CANCER 


By LOUIS [. DUBLIN, Pu.D., New York City 


Statistician for the Metropolitan Life Insurance Company 


“XN ANCER as a cause of disability and death is increasing. There is no longer 
any room for doubt as to that. We have made an analysis of the rates 
concerning close to 125,000 deaths from cancer which have occurred 

among the many million industrial policy holders of the Metropolitan Life In- 
surance Company between rgtrt and tg25 and have satisfied ourselves that the 
apparent increase as shown in the annual figures of cancer mortality was real and 
significant. A parallel investigation by Dr. Schereschewsky of the U.S. Public 
Health Service of the data for the general population of the Registration States 
of the United States led to a similar conclusion. Competent studies throughout 
the civilized world confirm these findings. The increase in the death rate from 
cancer can no longer be explained away on the score of improved diagnosis, or of 
changing age and race constitution of populations. The facts point unmistakably 
to a significant increase in the cancer rate, at the older age periods of life, espe- 
cially among males, and, in certain types of cancer, by organ or part affected. 

A discussion of cancer mortality should not, however, be limited to a consider- 
ation of the death rates for this disease. These figures, important as they are for 
a determination of the actual trend of any disease or condition, do not throw much 
light on what is, after all, uppermost in the mind of the intelligent layman. What 
he wants to know is, what is his chance of escaping or dying from cancer and what 
is the total budget for the present generation, which cancer can claim either in the 
United States or any other country under present conditions? That is the main 
point which I purpose to discuss in this paper. 

The decline in recent years in the preventable diseases of youth and early 
maturity, such as typhoid ‘fever, tuberculosis, pneumonia and others, has resulted 
in a marked change in the proportion and number of persons in middle life and in 
old age. ‘The life conservation campaign of the past 20 or 30 years has saved 
millions of people in the early adult ages and has transferred them to those ages 
where they are exposed to the effects of cancer, of heart disease, and of other 
diseases characteristic of the advanced years of life. Under conditions of 1924, 
for example, over 17 per cent more male persons reached the age of 50 than did in 
1g10, and Over 13 per cent more females attained that age than in 1gto. As a 
result, the total number of cases of, and deaths from, cancer might very well be 
expected to rise from year to year, even if there were a stationary, not to say an 
increasing, cancer death rate at each age of life. Our problem is, therefore, to 
discover a measure of the gross budget of cancer under the changing conditions 
such as have prevailed during the past 15 years. 
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This can be accomplished readily enough through the use of a device known as 
the life table. Primarily, life tables show what the probability of dying is during 
each year of life from birth on through the several ages. Having computed 
these figures, the next step in constructing a life table is to assume an initial co- 
hort of 100,000 persons either at birth, or at the age of 10, and to reduce this cohort 
year by year according to the calculated mortality ratios until the entire group 
has been accounted for by death. This process gives us a succession of deaths 
from all causes at each age interval in the life table from the initial to the last 
age. The cancer series which helps to make up the total mortality at each age 
is then dissected out, and similar calculations of the probability of death from 
cancer are then made. We have thus treated the deaths from cancer in the years 
1910, 1922, and 1924, for each sex in the United States Registration States, and 
we can, therefore, tell for each of these years, at any age, the number of deaths 
that will occur from cancer at that age and at every subsequent year of life in a 
life table population. By dividing the number of such deaths from cancer at 
and above any given age by the total number of persons in the group at that 
age, in a life table population, we obtain the measure of the probability of dying 
from cancer. In a similar manner, life tables can be prepared for any other of 
the important causes of death. 

Our procedure will be clarified perhaps by referring to Chart 1 which shows the 
number of deaths at each age from cancer in a life table population constructed, 
first, for 1910; second, for 1922, and, third, for 1924. By summing these deaths 
at and above any age, we can readily determine the total number of cancer deaths 
that will occur in the group at all subsequent years of life until the entire group 
is accounted for by cancer or some other cause of death. This chart shows 
clearly what has happened in the interval between 1910 and 1924 with reference 
to the number of cancer deaths. Beginning at about the age of 50 and continuing 
until the end of life, the number of cancer deaths among males has perceptibly 
increased. At about the age of 65, the actual number of cancer deaths in our life 
table population was close to 50 per cent higher in 1924 thanin 1910. Among fe- 
males, the difference is not so great and comes later in life. The increase in the ac- 
tual number of cancer deaths appears to have begun at about the age of 50 and to 
have reached its maximum close to the age of 70. 

How strikingly different is the situation with regard to tuberculosis! This I 
have attempted to show in Chart 2. The tuberculosis death curve for 1924 is the 
lowest of the three, both for males and for females. In the male sex, the decline 
from the maximum at the age of 37 in 1910 was practically 50 per cent. The area 
between the upper and lower curves shows how large has been the saving from this 
improvement during the main working period of life. But this very saving has 
served to swell the number of persons exposed to cancer and the other degenerative 
diseases at the ages of 50 years and over. 
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Chart 1. Cancer deaths in a life table population in the United States, 1910, 1922, and 
1924, Among 100,000 persons starting together at age ro. 
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Following the method indicated above, we have prepared six tables for 
cancer, one each for males and for females for the years 1910, 1922, and 1924, 
out of the experience of the United States Registration States. These tables show 
what is the probability of dying from cancer, at and above a given age. We learn, 
for example, that a boy at the age of 10 in the United States Registration States 
in 1924 stood nearly 9 chances in 100 of eventually dying from cancer. There 
were, of course, 91 chances of not dying from cancer. This probability of dying 
eventually from cancer, namely, 9 in 100, remains fairly constant up to about 
the age of 65 and then declines to the end of life. A girl at the age of 10, on the 
other hand, under conditions of 1924, had 12 chances in 100 of ultimately dying 
of cancer. At the age of 40, this probability increases to 13 in 100, after which 
it declines steadily to the end of life. 


TABLE I.—PROBABILITY OF DYING! EVENTUALLY OF CANCER AT AND 
ABOVE SPECIFIED AGES. UNITED STATES REGISTRATION AREA, 1910, 
1922, 1924 











Males Females 

es | pr 
1924 1922 IgI0 | 1924 1922 1910 
10 .0865 .0837 .0587 .1196 .1132 .0985 
20 .0887 .0857 .0004 .1223 .1160 . 1013 
30 .0922 .O89I 0638 | .1271 .1206 . 1063 
4° .0g61 .0929 .0679 | . 1297 .1235 . 1095 
50 .OQgI .0957 .0705 .1255 .1193 . 1051 
60 .0969 .0928 .0679 .1126 . 1064 .O913 
70 .0823 .0792 .0563 } .0903 .0847 .0708 
80 .0570 .0530 .0390 .0617 .0588 .0460 
go .0324 .0285 .O212 .0377 .0370 .0247 














‘Where the certainty of eventual death from some disease or injury at and above the specified age is denoted by 1.0000. 


This set of figures permits us, accordingly, to compare the probability of 
dying from cancer with the probability of dying from other important diseases. 
It also permits us to compare the probability of dying from cancer now with the 
condition ten or twenty years ago. 

Let us first see how the probability of dying from cancer now compares with 
the probability of dying from other diseases. Among males, under conditions 
prevailing in 1924, the probability at the age of 10 of ultimately dying from can- 
cer was exceeded only by the probability from three other causes, that is to say, 
cerebral hemorrhage, chronic nephritis or Bright’s disease, and heart disease. 
It ranked fourth among males throughout the rest of life. Among females, how- 
ever, under the same conditions cancer was third in the list of causes, being ex- 
ceeded only by organic heart disease and cerebral hemorrhage, and this was 
true at the age of 10 as at other ages of life. 
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TABLE II.—PROBABILITY OF EVENTUALLY DYING OF SPECIFIED DISEASES 
OR CONDITIONS. CALCULATIONS FROM EXPERIENCE OF 
UNITED STATES REGISTRATION STATES, 1924 


























Sex and disease Age 
or condition 
10 | 20 30 | 40 | 50 60 | 7° | 80 90 
Males: | | | 

Organic diseases of 

heart..............| -1922 | .1958 | .2029 | .2153 | .2209 | .2310 | .2407 | .2307 | .2084 
Cerebral hemorrhage*| .1020 | ‘1047 | .1093 | .1150 | .1223 | .1295 | .1338 | .1248 | .0930 
Chronic nephritis.....| .10o1r0 | .1034 | .1073 | .1118 | .1168 | .1221 | .1279 ° .1253 | .1077 
Serer .0865 | .0887 | .0922 | .og61 | .oggt | .0969 | .0823 | .0570 | .0324 
Tuberculosis......... .0042 | .0621 | .0518 | .0418 | .0317 | .0223 | .0133 | .0066 | .0022 
Lobar pneumonia..... -0450 | .0447 | .0437 | .0418 | .0386 | .0350 | .0317 | .0282 | .0231 
Bronchopneumonia...| .0195 | .0197 | .0200 | .0204 | .0209 | .0223 | .0255 | .0312 | .o391 
OS eee reer .O140 | .O141 | .0144 | .0149 | .0154 | .o151 | .0124 | .0081 | .0034 

lemales: 

Organic diseases of 

ere ere -1996 | .2027 | .2097 | .2172 | .2249 | .2340 | .2436 | .2409 | .2069 
Cerebral hemorrhage*| .1168 | .1196 | .1250 | .1315 | .1378 | .1436 | .1481 | .1407 | .1078 
Snr -1196 | .1223 .1271 -1297 | .1255 -1126 | .0903 | .0617 | .0377 
Chronic nephritis... . . -0995 | .1014 | .1050 | .1080 | .1100 | .1117 | .1111 | .1026 | .0843 
Tuberculosis. ........ .0570 | .0516 | .0381 | .0289 | .0222 | .o171 | .o119 | .0058 | .0022 
Lobar pneumonia... .| .0364 | .0363 | .0362 | .0357 | .0351 .0346 | .0327 | .0290 | .0256 
Bronchopneumonia...| .0235 | .0237 .0243 | .O251 .0263 | .0284 | .0323 | .0392 | .0428 
ere .0227 | .0229 | .0237 | .0245 | .0251 | .0232 | .o161 | .0080 | .0040 

















* The figures for cerebral hemorrhage, 1924, are not now available. The figures shown for this condition are those of 1922. 


What change has occurred in the relative position of cancer during the last 
15 years? At and beyond the age of 10 in the life table generation of 100,000 
persons, there would have occurred 5,874 cancer deaths to the end of life. In 
1924, among the same group of persons at the age of 10, the total cancer budget 
would have been 8,652. That is to say, the probability at the age of 10 of ulti- 
mately dying from cancer has increased 47.3 per cent. In 1910, the cancer budget 
in the life table generation of 100,000 females at the age of 10 was 9,850, but, under 
the conditions of 1924, that number had increased to 11,957, or 21.4 per cent. 
These facts are shown more fully in the accompanying Table IIT. 


TABLE II.—NUMBER OF DEATHS FROM CANCER AND TUBERCULOSIS IN 
LIFE TABLE POPULATIONS AT AND ABOVE THE AGE OF 10. MALES AND 
FEMALES IN UNITED STATES REGISTRATION STATES, 1910 AND 1924 


Males } Females Age of maximum 
death rate (after 


Total life table age of 10) 


deaths in group 
|starting together 


| 

Total life table 
deaths in group 
starting together 


Increase (-}-) 


Increase (-}-) 
or decrease (—) 


or decrease (—) 





Cause of death 





| 
at age of 10 stil ct at age of 10 noee sees Males | Females 
| | 
| 1924 toro | Actual Per _ 1924 1910 | Actual Per cent! 1924 1910 | 1924 1910 
SO Se ee et 8652 5874 |+2778 +47.3|11957 9850 |+2107 +21.4|] 67 | 67 67 | 67 














Tuberculosis......... 6423 10356 |—3933 —38.0| 5701 | 8535 |—2834 —33.2| 42 | 36 | 22 26 
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For each of the ages beyond ro right up to the age of go, for males, there was 
an increase in the cancer hazard, running approximately from 4o to 50 per cent. 
Among females, a slightly different picture is shown, with lower increases at the 
earlier ages and greater increase in cancer probability at the higher ages. At 
the ages of 70 and 80, the percentage of increase was well over 40 for males, and 
about 30 for females. 

These figures are perhaps as alarming and disconcerting a collection as have 
ever been gathered on the cancer mortality problem. There has been considerable 
misgiving over the increase in the so-called cancer death rate. But, as 1 have 
pointed out above, these figures really mask the true significance of the increase 
in the cancer hazard for the average citizen. We are now confronted with a new 
situation because of the reduction in the mortality from other conditions and this 
is bound to continue; for, with every improvement in the condition of life in the 
early ages, more and more people will approach the later period when the 
population is exposed to the cancer menace. A 47 per cent increase for males and 
a 21 per cent increase for females in so short a time as 15 years ought to call 
for a sharp revision of our conception of the seriousness of the cancer problem as 
it now confronts us. Particularly should the attitude of the medical and public 
health professions toward this disease be revised. The efforts which have been 
made during the past to years to deal with cancer are, in the light of our figures, 
relatively puny. Where we ought to be spending millions for research, we are 
spending thousands; where we have a few hundred physicans trained to recognize 
and treat cancerous states, we need thousands. The recognized facilities for the 
care and treatment of hopeful cases are pitiably inadequate and unorganized. 
The question which I wish to raise is, What are intelligent laymen, physicians, and 
surgeons going to do about the huge cancer hazard which confronts the average 
citizen today? 
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CANCER AS A SPECIALTY 


By GEORGE H. SEMKEN, M.D., New York City 


Attending Surgeon, New York Skin and Cancer Hospital 


HE material upon which this paper is based comprises a cancer service of 

25 years at the New York Skin and Cancer Hospital, the experiences of 

private practice, and communications from others concerning their per- 
sonal observations and experiences of cancer and its treatment. It will be neces- 
sary, in the interest of the cancer patient, to speak frankly and critically, remem- 
bering that, however unpleasant it may be, a scientific study can regard only the 
truth. It is the general impression of laymen and also physicians that the at- 
tempts to cure cancer have not been very successful and that such patients are 
doomed to die of the disease. So general a belief must have some foundation in 
the facts of past experience; and although a large number-of cancer patients have 
unquestionably been cured, the disquieting measure of failure is seemingly borne 
out by statistical studies. On the other hand, it is the impression of those who 
deal with many cancer cases that everything is not being done that can be done 
for these patients. 

The larger number of the cases that come to the surgeon for treatment are 
advanced cases, few of whom have any chance of recovery. It is of no value to 
accept the widely distributed fatal outcome in cancer cases as something that 
must be expected of cancer; but these fatalities urgently demand, for the succeed- 
ing generations of cancer patients, that each of these case histories be studied 
in retrospect to see if something could not have been done somewhere along the 
line to prevent the unhappy outcome. Such a study in retrospect has shown that 
many cases of cancer are hopeless from the start or become hopeless through 
unavoidable conditions inherent in the natural history of the disease; but it has 
also shown that most of the others might have had a chance for life under different 
conditions of management. The immediate responsibility for these failures falls 
partly upon the physicians who treated them. 

The patients’ factor, caused by their lack of knowledge and understanding of 
cancer, is already being attacked through the educational work of the societies 
for the control of cancer. The physicians’ factor offers a more difficult problem, 
affecting as it does all grades of medical men. 

The general practitioner feels that he is already well informed concerning 
cancer. In general, he is less interested in it than he is in the more common 
medical problems of daily life, for which he can do something by treatment, 
especially the acute diseases, cancer, ipso facto, being out of his range. 

Cancer occurs in all the fields now covered by specialties —the skin, eyes, nose 
and throat, gastro-intestinal tract, organs of generation, etc. Each specialist 
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feels well informed concerning cancer, but tends to view the cancer case from the 
angle of his specialty instead of from the cancer angle, to the ultimate detriment 
of the patient. Much knowledge concerning cancer has been published, but little 
of this is known to physicians at large. As in the case of the common “cold,” 
each doctor thinks he knows all about it and does not realize he knows little. 

Increasing observations and experience deepen the conviction that the 
management of cancer cases, from the very beginning, belongs in the hands of 
those that are specially trained and specially fitted for this work. The complete 
realization of such a plan would be utopian, for it would be obviously impossible 
to put all the cancer work in the hands of a few trained specialists. A compromise 
plan would be the improvement of the cancer teaching for all physicians, while 
they are medical students, through establishing in the medical colleges an 
independent compulsory course in the natural history of cancer as developed in 
the cancer research findings, pathology, and clinical experience, and amplified 
especially as to diagnosis and treatment. An intensive training in part or all of 
this field could be given to men who seem specially fitted. It should be a part of 
the training of every specialist irrespective of the character of his prospective 
work. 

The first step in this direction could well be taken by the societies for the con- 
trol of cancer, whose widening influence would insure the acceptance of such 
suggestions earnestly and repeatedly made. An added impetus could be obtained 
by impressing upon medical men the evident need for improvement in the manage- 
ment of cancer cases, for, once convinced of this need, the desire and the effort 
for better work would certainly come from within their own ranks. It should not 
be necessary to delay such action until an enlightened and deeply concerned lay 
public, following the experience with acute appendicitis, begins to ask, ‘‘ Why did 
you wait?” and ‘Why was not the proper thing done at the beginning?” 

Considered in periods of time, the sequence of events in the hi. tory of a can- 
cer case falls into three groups or stages: (1) from the beginnir a vor 
up to the time of the first visit to a physician; (2) the first ey 
period of study for diagnosis, and (3) the period of direct cam 

This paper will deal with the second and third stages— 
responsibility of the physician, with special reference to the reps 
ment of essential details. 








PERIOD OF FIRST VISIT OF PATIENT TO PHYSICIAN 


The time of the first visit to a physician is one of the most important moments 
in the cancer patient’s history; for while, on the one hand, he may be advised 
wisely, on the other hand, he faces three serious dangers, namely, the possibility 
of the physician’s undue optimism, or his carelessness, or his lack of knowledge 
of cancer. 
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The first of these dangers, undue optimism, has it origin in the natural tend- 
ency of the doctor to allay the patient’s fears, and he is led to minimize the im- 
portance of symptoms which at best are none too pronounced. Often he does not 
seem able to realize that this serious malady will produce so little disturbance, or 
that it has attacked a patient of many years’ acquaintance, or a close friend, or 
even a member of his family. In his desire to dispel alarm, he may laugh away the 
opportunity to save a valued life. 

The second danger is carelessness on the part of the physician. Either through 
habit or under the pressure of having to see many patients in the limited period 
of time allotted to office hours, he hurries through what should be a well ordered 
visit. No detailed history of the case is taken, no attempt is made to elicit other 
symptoms not told or noted by the patient, and a hasty examination or no exami- 
nation at all is made. First impressions are accepted without following through, a 
snap diagnosis is made, and the cancer is not recognized. The patient does not 
know the seriousness of the apparently unimportant symptoms and does not 
follow up the matter, especially if the physician (whom he trusts) has made light 
of them. This carelessness is one of the outstanding evils in cancer experience. 

The third danger is the physician’s lack of an adequate knowledge of cancer. 
This is shown in all three fundamentals of this early stage, for, all too frequently, 
he does not know the suggestive subjective symptoms, he does not recognize 
early objective signs, and he does not know how to examine such patients. 


SUGGESTIVE EARLY SYMPTOMS 


The insidious nature of the onset of cancer has been known and repeatedly 
emphasized for many years, but it seems to have made its permanent impression 
upon the mental vision of the cancer worker alone. Obviously, cancer patients 
at this stage could come into the hands of the cancer specialist only through the 
merest of cha’ ce., so new ways must be found to bring home to the physician at 


~ acquire this part of the specialist’s knowledge. This special teach- 
conditions ov. 1 him his time-honored and tenaciously held reliance upon 
partly upon t! characteristic only of advanced cancer, and must stress the 
The * . smallest disturbances in function if these are continuous or 

c It is not necessary that he should make the diagnosis; the mere 
suspicio.. stence of cancer is sufficient if it serves to direct the patient into 
the proper chai....i. The urgency of the need of intensive teaching in this field of 


cancer work needs no added comment. 


THE RECOGNITION OF EARLY OBJECTIVE FINDINGS 


Experience has shown that the physician at large is not well informed con- 
cerning the appearance and general physical characteristics of cancerous lesions, 
and many diagnostic errors have occurred in consequence. Subconsciously, the 
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diagnosis of so serious a disease as cancer seems to require association with an 
equally serious-appearing lesion, and many small cancerous lesions are passed 
over as unimportant, even though they may show characteristics typical of 
cancer. 

Equally frequent is the error of not recognizing lymph-node masses as possible 
metastatic cancers, and, in consequence, of not suspecting and looking for the 
possible primary cancer. The primary cancer is often very small in size, irrespec- 
tive of the size of the metastasis, and has escaped detection because this retrograde 
search for such primary cancers does not seem to be a usual mental process with 
the physician at large and, regrettably, with many more experienced clinicians. 

The specialist trained in cancer work will be less likely to fall into error in 
interpreting objective findings. He will not only learn the gross appearances of 
cancerous lesions, but he will also learn how to reconstruct the development of 
the lesion he is examining, from the patient’s history and the existing status, 
differentiating in this way, often with success, between the confusing inflamma- 
tory processes and the new-growths. Similarly, in the metastasizing cases, the 
cancer specialist will know the natural history of cancer with reference to metas- 
tases, he will know the channels of lymphatic distribution for each important can- 
cer region, and he will know how to be painstaking and persistent in his search 
for the primary tumors, when lymphatic enlargements suggest the possibility of 
their presence. 

METHODS OF EXAMINATION 

Closely related to the need of a better theoretical knowledge of cancer is the 
need of a considerable degree of improvement in the methods of examination to 
be followed in suspected cancer cases. Unquestionably, better methods in these 
early examinations would lead to earlier diagnoses, and the value of a specialized 
training needs no better argument than this for its acceptance. 

It is axiomatic that the examination of these patients must be complete and 
thorough. In order to insure this, a definite routine plan of examination should 
be worked out for each cancer region, that would cover the entire field and would 
detect all the changes present, non-cancerous as well as cancerous. It should be 
persistently carried out in spite of the frequent technical and purely personal 
difficulties. Much assistance in thoroughness of examination can be derived from 
the use of local or general anesthesia, of which aid, experience has shown, the 
physician at large has made far too little use. 

The value of making diagrams and exact measurements as part of the record of 
physical examinations has long been known, but nowhere else does it have the 
importance that it has in the examination of a patient with suspected or recog- 
nized cancer. It imposes upon the examiner the need of a close and exact examina- 
tion of the lesion found, to determine its size and outline and to note the physical 
characteristics of every part of the process. By measuring the distance of the 
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lesion from certain landmark lines or points, he will determine the exact position 
of the lesion, the extent to which it has invaded the organ in which it is found, and 
the extent of its invasion, if any, of the neighboring structures. To complete this 
record, he will also be impelled to search for possible secondary tumors, near or 
remote, based on the experiences recorded for similar cases. Unfortunately, this 
custom is not the habit of the clinician to whom the cancer patient applies for 
his first examination, and he is usually satisfied with a casual and hasty inspection 
from which he can learn little. 

The specialized methods of examination of the different regions of the body 
have been highly developed by those who limit their activities to these respective 
regions. To varying degrees, these special methods of examination have come 
into general clinical use also, but a critical review of cancer experience reveals the 
necessity of a much wider application of these special methods in general practice, 
coupled with an increased efficiency in detecting and interpreting the small 
changes of early cancer, for which no announcer has beer provided. 

The need of an additional cancer training has been equally evident among the 
various specialists whose greater knowledge and competence in their restricted 
branches have not prevented numerous failures of cancer diagnosis. A few of the 
procedures in making examinations that could be taken from cancer experience 
will be enumerated. 

In examinations of the mouth and pharyngeal regions, for example, palpation 
with the index finger can add much that the eye has missed, notably in detecting 
small fissures or areas of roughness, indurations and other relative changes in 
consistency. It is the only way in which tumors under the surface can be discov- 
ered early. It can explore lesions the edge of which alone is visible, and only by 
palpation can the depth of observed lesions and the extent of fixation, if any, be 
determined. 

It is frequently important to know if any of the lymph nodes of the submaxil- 
lary region are enlarged or indurated, and external palpation of the neck is the 
usual method of examination. But the soft fat and the yielding floor of the sub- 
maxillary space allow these lymph nodes to travel in front of the examining fingers 
and even relatively large and firm nodes are not found. Fixation of the floor of 
the mouth, obtained by inserting the index finger of the other hand into the 
mouth, will give a firm surface against which even small lymph nodes can be 
palpated. 

In the supraclavicular space, enlarged lymph nodes may escape detection if 
the patient is examined in the sitting or standing posture, because the loose fat 
may allow the nodes to descend behind the clavicle. Such patients should be 
examined while lying on their backs. In the axilla, however, the conditions are 
reversed, and lymph nodes in this region are most readily found by palpation ii 
the patient is sitting or standing. 
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For examinations of the breast, the patient should always be made to lie 
upon the back with a slight roll of the body to the opposite side, and with the 
arm of the same side raised well above the head. This posture, which causes the 
breast to lie relatively flat upon the firm chest wall, will facilitate the examination 
and will tend to give more trustworthy findings. 

In examinations for cancer of the uterus, the customary vaginal examination 
should always be supplemented with a rectal digital examination. This will add 
valuable information concerning the posterior surface of the uterus, where small 
irregularities often have great significance, and will detect early invasion of the 
parametrium. 

A fundamental rule in cancer examinations is that the examination must be 
satisfactory and must leave the minimum in doubt. It is a wise safeguard against 
error to repeat the examination at an early date to verify the negative as well as 
the positive findings. It is the duty of the examiner, also, to look for associated 
systemic conditions, since these may have a determining influence on the plan 
of treatment to be followed. 

Throughout the whole range of cancer examinations, there is one fundamental 
requirement that is constantly in the mind of the cancer specialist, but singularly 
has received little attention from clinicians, namely, the need of gentleness in 
handling cancerous regions. With a clear mental picture of small blood-vessels, 
lymphatic vessels, and lymph spaces filled with cancer cells, the examiner will 
handle such tissues with the utmost care to avoid dislodging any of these and 
setting them free to drift in the blood or lymphatic streams. A fine tactile sense 
will give the necessary information as to induration, extent, and fixation without 
adding any metastases and spoiling good chances for recovery. 


PERIOD OF OBSERVATION AND STUDY FOR DIAGNOSIS 


With the discovery, in, these first visits, of a lesion or a condition suggestive 
of cancer, a new cancer chapter begins—the period of observation and study. With 
it come the dangers of another series of errors which can be lessened only through 
a better training in cancer experience. 

The first indictment concerns the harmful delay caused by the carelessness 
or indifference of the respective physicians in charge. The records of unsuccessful 
cancer cases show instance after instance of a useless waiting for something to 
happen, where an intelligent study should have been made instead. Suspected 
cancer Cases are not a proper field for “watchful waiting” or for the application, 
in succession, of useless remedies from which no beneficial effects could logically 
be expected. The long list of such ointments, lotions, sprays, washes, remedies 
for “indigestion,” laxatives, suppositories, etc., form a melancholy procession 
in the cancer review. There is no excuse for delay, for even if the lesion may seem 
stationary, the possibility of metastasis is an ever-present menace. If there‘is 
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any doubt, or if improvement does not occur within a brief time, the physician 
should seek experienced advice upon what may prove to be a serious condition. 

As a beginning, he should know the other pathological conditions that might 
be mistaken for cancer (and the converse), and have the procedures necessary for 
differential diagnosis follow in rapid sequences. A time limit should be set at 
once, within which the diagnosis should be established if possible. Obviously, 
such a reasonable period of delay cannot be arbitrarily fixed for all cases, but would 
vary in duration for the different regions of the body, conditions within the mouth 
differing greatly from those of the breast, and these, in turn, having no resem- 
blance to those of the gastro-intestinal tract. 

An unfortunate experience has been the occasional coincidence of these other, 
non-related conditions in cancer cases: for example, the presence of the tubercle 
bacillus or Vincent’s spirillum in mouth cases, an associated chronic mastitis 
or cyst in early breast cases, gastric ulcer independent of cancer, bleeding heemor- 
rhoids coincident with cancer in the upper rectum, etc. Positive findings of such 
conditions have produced much mischief, partly by delaying the diagnosis of 
cancer and partly by inviting active harmful local treatments. 

The most common associated condition, and probably the most confusing, 
is the finding of a positive Wassermann reaction in the blood, for syphilis produces 
some lesions that closely resemble cancer. Considerable doubt at once arises, as 
to how this should be interpreted. The cancer worker is less easily misled by 
these blood reports than is the general clinician. He knows that the lesion may 
be entirely cancerous in nature, even though the Wassermann reaction is strongly 
positive, syphilis being merely coincidental. He also knows that such suspected 
lesions may be wholly syphilitic in nature, even though the blood examination 
gives no evidence of that disease. It has been surprising to note the number of 
instances in which a positive Wassermann report has led the physician to con- 
tinue an anti-syphilitic treatment through many months, even though the lesion 
showed a progressive advance during the entire period. These offenders against 
the cancer patient have not always been the less experienced physicians at large, 
but very often have been prominent clinicians or specialists. 

With a better cancer training, the physician will know that, with rare ex- 
ceptions, a lesion that resists anti-syphilitic treatment through a period of three 
weeks is not syphilitic in nature, and this period of time will mark the maximum 
period of such treatment. More difficult to judge is the group of cases in which 
cancer has developed in a syphilitic lesion, for here the anti-syphilitic treatment 
will result in a definite degree of improvement. As soon, however, as the improve- 
ment ceases, the probability of the added cancer condition must be considered. 

In the diagnosis and study of cancer, the X-ray examination has proven of 
incalculable value, especially in cases involving the bones and the gastro-intestinal 
tract. It could have done even greater service if it had been more generally used, 
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and if its use had been guided by a better understanding of cancer on the part 
of both the clinician and the roentgenologist. 

The clinician’s first error has been in delaying the X-ray examination or 
omitting it, partly because he did not think of it or did not know its value, and 
partly because of a mistaken desire to avoid the expense. More important, how- 
ever, have been the errors of the roentgenologist. He has frequently failed to 
make a sufficient, number of films or he has not made siereoscopic films where 
these were needed. He has not always followed a logical and safe technique in 
gastro-intestinal cases, either failing to carry the examination through the requi- 
site few days, or, more unwisely, failing to make a barium enema examination 
in intestinal cases. He has not hesitated to report negative as well as positive 
findings from films that were lacking in sharpness and detail, instead of insisting 
upon a second examination, and he has repeatedly overlooked the small changes 
in outline and structure that mark early cancerous changes. 

The clinician’s second mistake has been his willingness to accept the negative 
report of the roentgenologist as conclusive without a personal examination of the 
plates or films. The roentgenologist is not.a clinician, he does not know the patient’s 
history and physical status in detail, and cannot have them so intimately in 
mind, when the films are studied, as would the family physician or clinical spe- 
cialist. ‘The slight, often phantom-like, early changes are therefore either not 
seen or they are not reported as significant because the roentgenologist’s natural 
caution leads him to report only the very evident and definite changes. 

‘The clinician’s third error has been his failure to have the X-ray examination 
repeated after a short interval, if nothing significant was found in the first ex- 
amination and the diagnosis remains in doubt. Such later examinations may prove 
as sterile as the first, but, on the other hand, the more advanced cancerous 
process may have then become capable of X-ray demonstration, or there may be 
evidence of a progressive, even though slight, increase in the extent of small 
changes noted in the first series of films, that would be determinative. 

During the period of study of suspected cancer lesions for diagnosis, the purely 
personal factor of observation concerns itself with the behavior of the lesion, 
noting particularly any progressive advance in the process and evidences of 
invasion of the adjacent tissues. Instead of a fortuitous trusting to memory or 
to fragmentary notes, an efficient cancer training would systematize this obser- 
vation by means of charts and measurements showing variations in the size and 
shape of the process and changes in its relation to the definite landmarks of the 
involved region. 

Another serious indictment of the physician imperfectly trained in cancer 
knowledge is the experience of case after case in which early and often hopeless 
metastases have been produced or the growth activity of the cancer has been 
greatly increased through his ill-advised handling and his unwise treatment of 
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the lesion. The danger of dislodging cancer cells present in tissue spaces and 
vessels has already been emphasized in the critical review of methods of examina- 
tion. It is repeated here because many of the cancerous masses under observation 
and study are diagnosed as inflammatory processes (particularly when situated 
in the breast), and the patient is advised to massage the mass every day for ten 
minutes or more. This pernicious advice has been found to be the practice even of 
physicians whose professional standing would indicate that they should have 
known better. A sharper cancer sense would so impress the danger of this pro- 
cedure upon them that they would advise strongly against massaging any mass, 
no matter how innocent it might appear to be, for fear that cancer might be pres- 
ent, and they would earnestly warn every patient against pressing upon the 
mass to find out how it is progressing. 

Equally difficult to understand has been the widespread experience of the 
use of irritant chemicals upon ulcerated cancer surfaces. Even if the silver 
nitrate, iodine, various acids, carbon dioxide snow, and strongly antiseptic 
douches could have a beneficial effect upon non-cancerous ulcerations (and this is 
not conceded), the possibility that the lesion may be cancerous should have been 
deterrent. Other physicians have felt called upon to clean out supposed gran- 
ulations with a curette or some form of cautery, or have excised the ulcers 
close to their margins, always failing to appreciate the possibly cancerous na- 
ture of the disease. ‘lime and again, under such mistreatment, small, quies- 
cent cancers have become highly malignant. j 


BIOPSY 


The final step necessary in cancer diagnosis is the removal of a small piece 
of the suspected tissue for microscopic examination. ‘This has the very great 
advantage of being easily applicable to many regions and of usually giving a 
conclusive microscopic diagnosis at an early stage. The great value of this needs 
no comment. Some doubt has arisen, however, as to the safety of the procedure, 
and although a large number of experiments on cancer-bearing mice have appar- 
ently demonstrated the absence of any harmful effects, most cancer surgeons 
condemn its indiscriminate use as very unsafe. The theoretical objections are 
that the cutting edge of the knife, scissors, or punch (which is in reality a minia- 
ture saw) may carry down some cancer cells and leave them in front of opened 
blood or lymphatic vessels. The punch may dislodge cancer thrombi by its 
pressure, or the cutting into cancerous tissues may tend toincrease the malignancy 
of the cancer in the cases in which a radical operation does not follow at once. 
The use of a cautery in removing the specimen overcomes some of the theoretical 
objection, but the specimen has then to be somewhat larger to allow for the 
destructive effect of the heat along the margins. A compromise plan would be 
the use of the knife to obtain the specimen, and the light cauterization of the 
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resultant wound surface to destroy loose cancer cells and seal the vessel openings. 
It is also recommended that the entire suspected tumor or ulcer, if small, be re- 
moved for the diagnostic microscopic examination, in order to avoid making 
an incision into it. 

Apart from these general, theoretic objections to biopsy, there are others 
based on clinical experience. The clinician is frequently not sufficiently well- 
informed to know which part should be removed for the examination, nor has 
he the skill to do it well. Instead of taking a fair-sized section from the edge, 
comprising a piece of the tumor and some of the adjacent tissue, he has usually 
removed a few fragments haphazard from the surface of the tumor. It has not 
been his habit to give the pathologist a diagram of the lesion showing the site from 
which the piece was taken; rarely has he made a diagram of the removed seg- 
ment to show in what plane the sections should be cut. The specimen has often 
been sent almost dried out; frequently it has been covered with blood or secretion 
that could have been removed readily at the time of the biopsy; and occasionally 
it has been sent in carbolic, lysol, or bichloride solutions instead of the usual 
formalin, even in alcohol, which would certainly make a frozen section impossible 
until the alcohol had been completely removed. Reports made upon immediate 
frozen sections of unfixed tissues are not dependable at best, unless unquestion- 
ably positive evidences of cancer are found. Errors in diagnosis have been most 
frequent, however, when the pathologist has attempted to make a diagnosis from 
unsatisfactory material, and this lack of caution on his part in so important a 
matter has been one of the surprises in cancer experience. 

Asa safe routine, it is suggested that the careful clinical examination and study 
to determine the nature and extent of the process be considered as of first im- 
portance, and that biopsies be limited to the irreducible minimum. They must 
be done according to the rules of the best teaching in cancer. Whenever it is 
possible, the frozen section examination should be delayed for 24 hours, to give 
time for the adequate fixation of the tissue in formalin before it is sectioned. 
Doubtful or negative reports should be verified by the examination of paraftfin- 
prepared sections as soon as practicable. 

A very unfortunate circumstance in cancer experience has been the finding 
of a number of instances in which several biopsies have been done on the same 
patient, all giving positive cancer reports. The resultant increase in malignancy 
made most of these cases hopelessly inoperable, a condition that would not have 
occurred if each clinician had realized the desirability of examining one of the 
original microscopic slides instead of making another biopsy. 

A corollary to the advice concerning biopsy is the principle that all excised 
new-growths should be examined microscopically, no matter how small or how 
benign in clinical appearance. Many unsuspected early cancers have been found 
in this way. 
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CONCERNING THE ADVICE GIVEN BY THE PHYSICIAN TO THE CANCER PATIENT AS 
TO THE TREATMENT OF HIS CANCER 


At the conclusion of the period of examination and study, the physician faces 
one of the most serious responsibilities of his practice, namely, the decision as to 
what advice he should give the cancer patient as to his treatment. He has two 
guides to help him: one is an adequate knowledge of cancer experience, so that he 
may know what each method of treatment has accomplished and how rational 
is its basis; the other guide is his conscience. Unfortunately, experience has shown 
that frequently neither of these guides has been consulted. Patients whose con- 
ditions seemed very favorable for cure have been treated by methods that not 
only could not cure them but that, in some instances, added considerable damage 
and greatly increased their suffering. Other patients of this class have been in- 
efficiently operated upon, either by their family physician or by some surgeon of 
his or their acquaintance who may have been a competent general surgeon but 
who lacked the special training of fitness for cancer operations. 

It would be very advantageous to the clinician if some medium existed, such 
as the office of a cancer society, where he could obtain an unbiased and correct 
judgment as to the value of the different methods of treating cancer, and of the 
competence and trustworthiness of the consultant to whom he purposed sending 
his cancer patient for treatment. Left to his own resources, he must remember 
that the first procedure in treatment marks the time at which that cancer patient 
has his best chance for a cure, sometimes his only chance for cure. It would be an 
added advantage to the patient if the clinician would then put himself in the 
patient’s place before he planned his advice or his treatment. 


PERIOD OF DIRECT TREATMENT OF CANCER 


The period of direct treatment of cancer as here considered relates solely 
to the work of the surgeons and the radiologists, to whom cancer patients have come 
for radical, curative treatment. Methods that are still in early experimental 
stages are not considered. Discredited methods and quackery are not considered 
in this paper. A review of the records of the treatment of cancer gives no cause 
for satisfaction, but it brings out sharply the need of specialization in cancer. 

In the unsuccessfully radiated cases, the outstanding fact from the patient’s 
standpoint is that, in the present state of radiation knowledge, this form of treat- 
ment for the cure of cancer should be attempted only by the experienced radiol- 
ogist and not by every roentgenologist or other clinician who possesses an X-ray 
apparatus or some radium. The much-advertised radium rental service, which 
puts the actual application of the radium into the hands of the totally inex- 
perienced clinician with the directions for its use issued from the office of the 
radium renting company, is a pernicious practice. 
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In spite of the many excellent studies of the physics and the biological effects of 
radium and the X-ray, covering many years, the mechanism of the action of 
radiation in destroying cancer is not yet understood. No one can predict with 
fair certainty how the tissues will react. There is still no dependable biological 
rule for determining the dosage that will be effective against cancer and will not 
be unduly destructive otherwise, and no one can tell what is happening during the 
radiation. The wide difference of opinion between those who believe in giving 
heavy doses of short duration and those who give minimal doses over a long 
time duration, evidences the fact that the essential factors of radiation are still 
in the experimental stage. The entire field of radiation remains in the haze of 
uncertainty, and there is no change in the unhappy procession of uninfluenced 
cancers, partly but stubbornly resistant cancers, severely damaged tissues with 
persisting cancers, and cases showing severe progressive secondary effects from 
radiation. 

Aside from any question of the evaluation of radiation as a curative measure 
against cancer, it is suggested that the radiologist would do well to realize when 
his treatment is producing no benefit, and to discontinue it before the fruitless 
delay and possibly extensive radiation damage make it impossible to apply 
surgical measures. This should be evident to him within six weeks. Likewise, the 
unsatisfactory results of the radiation of cancers that have recurred after an 
apparent cure by radiation should lead him to discontinue the second course of 
radiation at an early time, if no considerable progress is being made. In order to 
give a better understanding of values in cancer progress, it is also suggested that 
the radiologist become better informed as to what can be accomplished by 
efficient cancer surgery, and omit his frequent statement that surgery in cancer is 
a failure. It would be helpful, too, if his reports concerning the results of radiation 
were marked by absolute frankness and candor in admitting the numerous cases 
of complete failure, intense suffering, and severe damage that followed the radi- 
ation treatment. ' 

Cancer surgery, as generally observed, has not reached the limits made 
possible by the advances in cancer studies, and the surgeon himself seems to be 
the weakest spot. He has failed to realize from the start that in cancer work he 
faces a far different problem than he does in general surgery, and that he needs 
to view cancer surgery from the cancer angle. As requirements for cancer 
surgery, in addition to the usual technical knowledge and skill, he must have an 
adequate specialized cancer knowledge concerning both the disease and the 
special features essential to the technique, and he must have the temperamental 
qualities that will fit him to do this work faithfully and well. 

Briefly stated, the outstanding points of weakness in his knowledge of cancer 
as a disease, as these have appeared in retrospect, have been (1) his lack of con- 
tact with the progress in cancer research, (2) his imperfect evaluation of the 
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degrees of malignancy, (3) his failure to follow through the natural course of 
cancer cases, to determine the probable extensions and regional metastases in 
each case, (4) his repeated failures to retrace the path of regional metastases so as 
to find small and silent primary tumors, and (5) his failure to interpret correctly 
the frequently associated inflammatory conditions. 

The work in cancer research has established the basic facts concerning 
cancer, and in addition to purely academic considerations, includes many ex- 
periments and studies that bear closely upon the clinical problems of human 
cancer. Unfortunately, these articles are not widely read by surgeons in general, 
even when published in surgical journals, and many crudities and errors continue. 

In the evaluation of degrees of malignancy, the cancer of small size is too 
frequently viewed lightly, as a less serious condition, regardless of its malignant 
potentialities in extension and metastasis. Too few surgeons realize the increased 
malignancy of cancers occurring in younger people or in organs that are function- 
ing actively (such as the breast during pregnancy and the period of lactation); 
too little stress is laid upon the duration of apparently less active cancers with 
their almost certain, even if undetected, extensions and metastases; and the effect 
of previous irritating treatment or earlier, incomplete operations is not given the 
serious weight in judging the degree of malignancy that this serious factor 
deserves. 

The tendency of cancer to produce extensions and metastases is in the primer 
of every medical student, yet, even in the best surgical clinics, cancer excisions 
have often been very limited in extent, and time and again, the primary tumor 
alone has been the object of surgical attack in areas in which the occurrence of 
regional metastases is considered a characteristic. There can be no justification 
for failing to remove such regional lymph nodes on the ground that they usually 
appear late in that location, or because the surgeon could not palpate any en- 
larged or hard nodes. If every medical student knows that metastatic cancer 
begins as a microscopic focus, the surgeon must know and remember it as well, 
particularly since experience must have taught him also that the chances for cure 
in cases in which cancerous lymph nodes have become large enough to be pal- 
pated are only about 20 per cent as good as when they are removed before gross 
evidence of cancer can be noted. 

Equally blind has been the failure to direct the clinical eye backward along 
the course of the known lymphatic channels, when the lymph-node tumor is the 
first clinical evidence of cancer, and to find the hidden primary tumor—a 
surgical error most common with metastatic cancers in the neck and frequent 
also with those in the axilla. 

Thus far the criticism has been that the surgeon tended to underestimate the 
magnitude of the cancer in given cases; but, on the other hand, his lack of an 
adequate cancer knowledge has occasionally led him to error in the opposite 
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direction, and he has withheld operation in cases still favorable from the cancer 
standpoint, because he has misinterpreted associated conditions that were 
purely inflammatory in character. This has occurred most frequently in cases of 
gastro-intestinal cancer associated with inflammatory exudates and in cases of 
cancer of the uterus associated with fixation from old inflammatory processes. 
Similarly, enlarged lymph nodes that had the clinical appearance of metastatic 
cancers have often shown simple inflammatory changes alone, on examination. 

Iqually important with the need of a better knowledge of cancer as a disease, 
is the need of a considerable degree of improvement in the technical knowledge 
of cancer surgery. Nearly all the cancer surgery has been done in general hos- 
pitals and by general surgeons, and cancer surgery has lost in effectiveness be- 
cause its own special requirements have not been met. These special requirements 
are that the cancer should be completely removed, that none of it should be 
re-implanted upon the fresh wound surface, and that no cancer emboli should 
be pressed into the blood or lymph stream during the operation. 

The tendency in general surgery is to be conservative, and the ordinary non- 
cancerous excisions have been limited to the minimum, in the knowledge that 
the natural defensive and reparative powers would usually be able to take care of 
the small remnants of diseased tissue that had been overlooked; or, failing this, 
that secondary operations could be done with safety. The mortality from un- 
removed cancer is practically too per cent. Incomplete operations, by stimulating 
cancer growth, tend to bring on conditions that are worse than the original 
process, and to result in increased suffering and earlier death. Secondary opera- 
tions for recurrent cancer have seldom resulted in permanent cure. With these 
experiences as well understood as they have been for many years, it is surprising 
to find how many surgeons have failed to plan and carry out the logical cancer 
procedures in the important first operation, and, even more, that any surgeon 
would find satisfaction in the feeling that he “got most of that cancer out.” 
Cancer surgery needs to be specialized. Standard operations are needed for each 
cancer region, and it should be recognized that the maximum extent of excision 
should be applied even to the most favorable cases. A reduction in the scope of 
the excision is permissible only when the number of cured cases has reached 
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nearly 1oo per cent. In isolated cases, unavoidable conditions may compel a 
limiting of the operation, but it is inexcusable to have the thought of the cosmetic 
result or related smoothness of wound-healing jeopardize the thoroughness of the 
operation. Conversely, as each recurrent cancer case comes under observation, 
the site of the local or regional recurrence should be noted, in order that these 
areas may be included, if possible, in future standard operations for these re- 
spective regions. Specialization will mean not only that each cancer patient will 
have a better primary operation, but also that many will be saved by operation, 
whose condition would be considered inoperable by the average surgeon. 
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Cancer surgery is essentially an anatomical dissection, and it requires a con- 
siderable length of time to be done completely and carefully. It is preferable, 
therefore, that it be done in operating rooms that are not constantly in demand 
for other types of surgical operations; it is equally essential that the surgeon and 
the public should realize that the short and swift cancer operation is an evidence 
of poor cancer judgment. 

As a means to thoroughness and efficiency, a specialized cancer training would 
suggest that a plan of operation be prepared for each individual cancer case, 
which, like a plan of campaign, would begin with a full knowledge of the clinical 
status, of the extent of the cancer field, and of the anatomical landmarks, and 
would have so definite an idea of what is to be done that the minimum would 
be left to chance. The plan need not be written, but a few diagrams and brief 
notes will be convenient and wise safeguards against the uncertainty of memory. 
Every operating plan in cancer will have two separate parts: the first relating to 
the removal of the cancer; the second dealing with the problem of the repair of the 
damage thus produced, and their order in thought and in the procedure must 
remain in this sequence of first and second, so that considerations of repair may 
never limit the scope of the extirpation. Anatomical landmarks are indispensable 
guides. In regions where these might have become obscured or lost, it is recom- 
mended that black silk marking sutures be inserted, and that the ends of these 
threads be left long, if necessary, to insure their ready recognition. This aid is 
especially valuable in operations upon the mouth and throat and in gastro-intes- 
tinal operations. 

A factor of great concern to the cancer specialist, which is seldom considered 
by the general surgeon, is the ever-present danger of the re-implantation of cancer 
on the fresh wound-surface during cancer operations. Many recurrences are 
probably referable to this offspring of a careless technique, and it deserves earnest 
emphasis. To insure thoroughness and to prevent re-implantation, all cancer 
operations should be block dissections and the cancer field should never be 
crossed. Whenever fascial planes surround the suspected tissues, these should be 
carefully removed with the mass, so that an unbroken envelope of fascia may give 
the assurance that the excision has been complete, and that no part of the can- 
cerous tissue has been torn off and left in the wound. Other outstanding danger 
points are evident in the careless use of local anesthesia, in ulcerated cancer 
surfaces, in the unskilled use of surgical instruments, and the inadvertent incision 
or tearing into cancerous tissues. 

If local anesthesia is to be used, the path of the needle must be kept widely 
distant from the cancer, especially in the deeper regions, to avoid puncturing the 
tumor. If the hollow needle carries along any cancer cells and these are injected 
with the novocain solution into healthy tissues, a perfect cancer implant is pro- 
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If the cancer surface is ulcerated, cancer cells may readily be broken off 
during the hurried wiping away of blood with gauze sponges. To minimize this 
danger, the exposed surface is cauterized with the Paquelin or soldering iron 
cautery and covered with a gauze pad firmly fixed in place. A careful second 
disinfection of the surrounding area is then added. 

The surgical instruments that are most likely to produce re-implantations 
are the sharp retractors, the mouse-tooth thumb forceps, artery clamps (hamo- 
static forceps), transfixion needles, and ligature carriers. Sharp retractors should 
never be used on the cancer side of the field and it is desirable to use them as lit- 
tle as possible on the healthy side, so as to keep them out of easy reach and in- 
advertent harmful use. Mouse-toothed surgical thumb forceps may not be used 
indiscriminately on the cancer side and on the healthy side, but, once used on the 
cancer side, they should be kept for that region. Hamostatic forceps should 
never be taken from one part of the wound for use in another part, because they 
might have grasped cancerous tissues and an implant could result. All removed 
artery clamps must be boiled again, before they are used a second time in the 
operation. In the use of transfixion ligatures and ligature carriers great care 
must be used to avoid entering the cancer field. 

Cancer tissue may be inadvertently exposed during the operation by cutting 
or tearing into it, or by wiping off the surface covering. ‘The exposed cancer 
surface will remain a menace unless it is cauterized or packed with an alcohol 
tampon: the surrounding region should be wiped with alcohol, and the knife, 
scissors or other traumatizing instrument must be reboiled. 

An unavoidable risk of re-implantation arises when it becomes necessary to 
divide the radical operation for cancer into two or three stages separated by 
intervals of one to two weeks. Under these conditions cancer judgment takes 
precedence over surgical judgment. 

As a working principle, the primary tumor should be removed in the first 
procedure, to prevent the entrance of cancer cells from this tumor into the 
wound territory of the regional lymphatics, and to prevent metastases via new 
collateral lymph channels that will not be known to the surgeon. If the primary 
tumor is necrotic and if there has been considerable inflammation around it, the 
removal of the primary tumor as the first step will result in improved operating 
conditions in the regional lymphatic areas before these are dissected, and if 
postoperative complications compel delay, it is less dangerous to wait if the 
primary tumor has been taken first. These cancer considerations outweigh the 
undoubted technical advantages of removing the regional lymphatics, dividing 
nerves, and ligating the main blood vessels as the first procedure, which simplify 
the later removal of the primary tumor. When such division into stages must 
be done, the safest sites for crossing the cancer field must be selected, and this 
is a problem for the anatomist. 
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{n addition to the need of thoroughness in extirpation and of care to prevent 
the re-implantation of cancer cells, it is necessary here again to guard against 
rough handling of the cancerous masses that are being removed lest the undue 
traction or pressure upon the tumor set free dangerous cancer emboli. As a 
measure of safety against this possibility, it is advisable to secure the large veins 
that come from the tumor as early as possible, and to dissect the lymphatics 
hefore the tumor itself is attacked. 

Before operations for cancer, the surgeon takes pains to note the limits of 
extension so far as these are clinically determinable, but for some unexplainable 
reason he has consistently failed after cancer operations to seek the aid that the 
pathologist could give him in determining these limits by microscopic examina- 
tion. Tissues that have been removed have been sent to the laboratory without 
any marks of identification as to which part was top or right or left, and without 
any marks to show the relations of different parts of the apparently formless 
mass to the limits of the dissection. The routine placing of black silk threads 
one thread, two threads, three threads or more, at various landmark points on 
the tissue during the dissection, accompanied, if possible, by a simple diagram 
would enable the pathologist to unfold the specimen properly and give valuable 
information as to extensions and metastases, which would show the need of 
additional excisions if necessary. It is advantageous to have an assistant ex- 
amine all such removed tissues before the wound has been closed, to determine 
by gross inspection if the line of excision has gone sufficiently far beyond the 
visible signs of the growth so that an immediate revision of suspected areas may 
be done. Similarly, if the laboratory report shows cancer at or near one of the 
landmark guides, it is advisable to have a second operation follow early, instead 
of waiting until gross evidences of recurrences are noted clinically. The surgeon 
will learn much from the habit of examining such removed tissues after operations, 
and this, with his later personal examination of the microscopic slides, will aid 
in the better recognition of tumors and metastases clinically. 

Specialization in the study and treatment of cancer has thus brought out 
many facts in cancer knowledge and cancer technique, but one of the most 
difficult problems in the effort to improve cancer surgery remains in the need to 
regulate the chief human factor, namely, the personal qualifications of the cancer 
surgeon. Unfortunately, this is one of the most important requirements for 
progress in the treatment of cancer. It will not be difficult to find men with the 
requisite surgical ability who can be specially instructed in the knowledge of 
cancer, but it is beyond the power of education to add the equally indispensable 
temperamental fitness to qualify them for the work in cancer. ‘This tempera- 
mental fitness is evidenced first in a broad vision in planning these extensive 
operations, in the courage to undertake them, and in the patience and per- 
sistence to carry them out as they should be done. There must be the minimum 
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of annoyance over technical difficulties, which constantly arise, and over difficul - 
ties associated with the anwsthesia, or poor assistance, or imperfect light, or 
defective instruments and materials. Personal comfort must be sacrificed in 
many ways, and if failure comes in spite of every effort, there must be no dis- 
couragement to paralyze effort in succeeding cases. The cancer surgeon needs to 
recognize the magnitude of the work to be done and needs to be prepared to do it 
well. He will not be disturbed by the length of time it takes, or by the size of the 
field of operation. With this freedom from anxiety added to a well-controlled 
technique, he can concentrate his whole attention upon the cancer requirements 
of his work. Large as this task may seem at first, it will become progressively 
simpler as purposeful observation and study improve and simplify his technique. 

Weissmann has epitomized the experience of biological evolution as trying 
and failing, trying and failing, and trying and succeeding. Cancer experience is 
still mainly trying and failing, largely because physicians do not make use of the 
cancer knowledge available at the present time. Specialized cancer teaching 
along the whole line of examination, clinical study, the true limitations of radia- 
tion, and the best practices in cancer surgery would result in an immediate gain 
in cancer progress; and it would furnish a safe and dependable procedure for 
the future until, if ever, a better method of treatment shall be found. 
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NEWSPAPER PUBLICITY IN THE CONTROL 
OF CANCER 
By HARRY C. SALTZSTEIN, M.D., Derrorr, MicHiGAn 


Local Chairman, American Society for the Control of Cancer 


HEN considering mediums of publicity for a topic like cancer there is 
nothing which gives so great a return for the amount of effort ex- 
pended as the daily newspaper. 

Speaking before audiences—luncheon clubs, women’s societies, etc.;—is of 
course more direct: nothing can take the place of the word-of-mouth appeal. 
But after the effort of arranging for the address, and the evening or noon spent, 
usually 100 to 500 persons at most will have been reached. Though the number 
of lecture halls and audiences before which cancer could be discussed is legion, 
there isa tendency toward the falling off of lecture attendance; the radio and auto- 
mobiles are responsible. Billboards, motion pictures, magazine articles and 
advertising are effective, but may be very costly and are similarly time-con- 
suming. 

But everybody reads the newspaper. A busy metropolitan newspaper may 
have a circulation of from 100,000 to 1,000,000 and a brief, well-written article 
has the possibility of reaching that many readers. A ten-minute talk over the 
radio will reach just as many persons as a newspaper article will, but here also, 
there is a tendency toward the putting on of more musical programs and fewer 
informative talks. 


PUBLICITY IN THE CANCER CAMPAIGN IN DETROIT 


Hence in the last cancer week publicity campaign in Detroit, we concentrated 
chiefly upon newspapers and tried to make the other features of the campaign 
conform as much as possible to the newspaper copy. 

The campaign consisted of advance newspaper publicity, culminating in a 
two days’ series of lectures and addresses by Dr. Francis Carter Wood on January 
21 and 22, followed by free examinations for cancer at all Detroit hospitals from 
January 25 to 30. 

During the entire period of activity (January 3 to 30, 1926) the three daily 
newspapers of Detroit carried 831 column inches of news about cancer. This is 
equivalent to more than 4 full pages. It represented 66 individual items and 
photographs and contained most of the information about cancer deemed ad- 
visable for the public to have. To get busy metropolitan newspapers (the total 
daily circulation of these papers is 800,000) to devote this much space to such an 
ordinarily uninteresting topic as cancer, a few principles of newspaper publicity 
must be borne in mind. 
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THE CO-OPERATION OF EDITORS 


Editors and publishers will gladly co-operate in a movement of this sort. 
A personal visit to the editor or publisher will do much toward giving “cancer” 
priority as news copy. The organizations back of the movement—the entire 
local medical society, all the hospitals, the Board of Health, the American Society 
for the Control of Cancer—collectively warrant publicity and as such should be 
mentioned. A “drive” of such concerted backing demands news space. 

One paper with a large editorial staff may assign a special feature writer for the 
entire period; another will donate advertising space and prefer to have the news 
copy laid on the city editor’s desk. These individual peculiarities of papers and 
editors should be learned. The city editor should understand the purposes of the 
movement, for all of the news items pass through his hands. 


CANCER NEWS MUST BE MADE INTERESTING 


It must be distinctly appreciated, however, that newspapers are commercial 
enterprises. As such, they are not conceived primarily as mediums for the better- 
ment of human welfare or for popular education, but must print what their public 
wants to read. ‘Though their audience varies, some papers catering to much 
higher intellectual levels than others (even as communities vary in their in- 
tellectual level), it is a general rule that what the vast majority of persons want 
to read is a reflection of their own emotions. The two cardinal human emotions 
are love and a fight. Hence it is only natural that sex problems, divorce, human 
interest tales, crime and adventure, fill so much of the news columns. The un- 
usual, a debate, an issue, a fight, something about to happen, are front-page 
headlines, but the later explanation, the after-results, scientific data and reports 
(unless they can be made into a discovery) receive a brief inside mention. ‘The 
former contain appeals to human emotions, and people want to read of them; the 
latter contain no issue or appeal and, even though the intrinzic facts are more 
important, the news value not being there, they cannot demand space. News- 
papers are frequently criticised for this and the reason why the flamboyant 
heading is given to the strike or denunciation and only insignificant inside mention 
is given the peaceful settlement or the apology, is not understood. 

To illustrate: the Survey, generally alive to all social issues and processes, 
had this to say May 15, 1926: 

Only a few years ago the men’s clothing industry in New York was the scene of 
innumerable picturesque strikes. There were huge picket lines, there were injunctions, 
there were exciting encounters between police and strikers . . . . Camera men and re- 
porters were on the job. For industrial welfare is news. 

Three weeks ago some six hundred clothing manufacturers and workers joined in a 


banquet to celebrate the second anniversary of what is known as the Impartial Ma- 
chinery for the Adjustment of Labor Disputes. The chairman reported that in these 
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two years some thirty-seven hundred cases had been amicably adjusted. He had had 
to decide only sixty-seven of these, and in each instance the contending parties drafted 
the decision. To those who are familiar with the intricate problems and emotional 
intensity of the clothing industry and workers, this was a remarkable and thrilling 
record of constructive achievement. 

But this was not news! There were no press photographers present, no camera men. 
Of all the New York papers, the World alone carried a perfunctory notice under the 
heading ‘‘Clothing Workers Enjoy Big Dinner.” 


The Survey then asks: 


Have thirty-seven hundred disputes settled peacefully, constructively, intelligently, 
no news value? A single dispute so stupidly handled that it results in a strike or a 
lock-out with all the melodramatic accompaniments of jungle warfare—to that the 
press gives endless first-page headlines. 


The query answers itself. Peaceful settlements are not news and cannot 
demand space. Jungle warfare in the streets of New York will be read by every- 
one. The intrinsic importance of the facts do not determine the amount of news 
space obtained. The public taste rather than the newspapers determine what 
should go on the front page. The success of the Hearst enterprises is based upon 
an accurate reflection of the public mind— that quarter-page divorcée pictures, 
the double page of funnies, the sporting extras, human-interest story features are 
what a large part of the public want to see and read. ‘The successful news story 
must have a fight involved—the Shenandoah fighting the elements, for example. 
It is preferable that it be a personal fight (Red Grange vs. the entire football 
world); that the combatants be well known (Bryan vs. Darrow), or of such attain- 
ments or human interest that the public can quickly know them (Col. Mitchell's 
attack on the Army aviation policy), and, finally, there should be a marked 
element of suspense (Floyd Collins alive or dead in the Kentucky cave?).! 


CANCER MUST BECOME AN ISSUE 


The practical bearing of all this is that cancer, to be news, must become an 
issue. ‘Cancer Week Drive” and ‘‘ Medics to Fight Cancer” will supply the 
human-interest feature. Much more information about cancer will then be 
printed if everyone knows that cancer week is a short time hence—if there is the 
suspense of something about to happen—than if the same amount of data were 
submitted without being clothed with any issue. Then, when the event arrives, 
it has had so much heralding that it is taken seriously as an important happening. 

It must be fully appreciated that popular interest cannot be held for any 
great length of time. Throughout the course of a year, very few items hold the 
headlines for more than a week—the public tires. The average time spent on 
the entire perusal of the morning paper is 15 minutes; of the evening paper, from 
20 to 25 minutes. The publicity must lead up to a week of considerable activity, 
and then must stop. The advance articles will be best read if not more than a 
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Fig. 1. News space devoted to cancer during cancer week 

in Detroit. Each of the advance notices commands about 
the same moderate amount of space. During the week of 
Dr. Wood’s visit cancer is intensely active news. There is 
then very rapid falling off in space obtained even while the 
hospital diagnosis clinics are being held. (Reprinted from 
J. Am. M. Ass., 1924, Ixxxli, 2140.) 


quarter to a half column in length (they generally will not be accepted if longer). 
During the week, if an authority arrives to deliver a series of talks on cancer, the 
campaign takes on the aspect of a personal encounter with a well-known in- 
dividual involved. Cancer then has all the news features of a big story and will 
easily be a front-page topic of one, two, or three columns for one, two, or three 
days. Dr. Francis Carter Wood’s addresses were given an immense amount of 
news space under such captions as “Noted Cancer Expert Arrives Today,”’ 
“Foe of Cancer Flays Quacks,” ‘Fight on Cancer is Described,” etc. The 
opportunity can be taken to give definite and detailed instructions about the 
dlisease, which otherwise would be very difficult to make into news. After this, 
the news value is gone. A summary of our results was given to the papers ten 
days after the hospital clinics closed. Although this represented the gist of the 
campaign and was copied in medical periodicals, it was now only scientific data 
or records and therefore had little desirability as news. It co: manded a small 
amount of space (Fig. 1). 


THE TIME A PSYCHOLOGICAL FACTOR 


The time of the main drive must be carefully chosen so as not to compete 
with any national or local campaigns, community drives, Christmas news, etc. 
There are seasons when news is full, when people are apt to reac’ more, and other 


'Charles Merz. What makes a first-page story? New Republic, Dec. 30, 1925, p. 156. Theseilh ations are taken from the 
most successful news stories in 1925. 
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seasons when news is slack. The fall of the year is an active time, full of interest, 
but many cross-currents of news (politics, football, community drives, etc.) may 
‘nterlere. In December everyone is busy with Christmas shopping. January 
or February is a fine time for a “cancer week”’; interest is active, and the above 
issues are all settled. Toward the latter part of spring, programs are apt to 
become listless, people get tired of lectures, and commence looking toward the 
open spaces. Summer is often a slower time as regards news, and more space can 
be obtained, but many persons are away, and general interest is dragging. 

If on any day there is a big news story—a hurricane, an unusual murder, a 
political upheaval, etc., the carefully prepared cancer copy may very likely be 
abbreviated or scrapped. The city editor will not care, however, if the same 
copy, clothed in a slightly different heading, be resubmitted to him the next day. 

The success of the campaign will depend to a great extent upon the amount 
of advance publicity obtained. This also cannot be spread over too long a 
period; three or four weeks, of a brief announcement two or three times a week, 
is enough. Each of these must have a different news value paragraph. ‘The more 
separate and distinct news items one has, the more information about cancer will 
be printed. .\ personal interview by the health commissioner or hospital super- 
intendent; ‘Women’s Club to Hear Lecture”’; further announcements of plans; 
“Local Cancer Deaths Last Year,” etc., are samples. 


THE CHOICE OF MATERIAL 


Because of these technical points, it was found very helpful to have a news- 
paper reporter on the staff of the campaign committee at a small salary. At the 
height of the campaign, there will be a demand for so much cancer material that 
it is best to have several articles on hand already prepared. The only way to 
avoid over- or under-statement or inaccuracies is to give out nothing but type- 
written copy. The reporter, feature writer, or editorial desk can rewrite it into 
news and headlines. 

Just exactly what should be told to the lay public demands very careful con- 
sideration. The burden of the campaign is to be that ‘foreknowledge means 
control,” and if complicated figures and statistics or controversial points are dis- 
cussed, no clear notion of how to control a possible cancer mortality will remain 
in the mind of tl e reader. Long discussions about conflicting theories of etiology, 
specialists’ argu. nts about treatment, conflicts about heredity, or descriptions 
of the terminal ravages of the disease will not help anyone to recognize his 
possible cancer sooner. The information of most value to the public is the de- 
tailed description of cancer’s early signs and advice concerning its prevention. 
The plan we followed is here outlined. During the advance notices (January 3 to 
17), figures of ca cer’s prevalence and increase, local incidence, i. e., the reasons 
for the campaigi were given, and sundry bits of general information about the 
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disease interpolated for general interest. The Sunday (January 17) before the 
main campaign, a column article was printed about etiology, pathology and life 
history of cancer; during the next few days (January 21 to 25) Dr. Wood’s 
speeches were published, followed by (and it was repeatedly reiterated that this 
was the crux of the whole affair) four articles on the early signs of cancer, with 
a brief discussion of what constitutes proper treatment. The papers were asked 
to print these articles serially, with a special caption encouraging people to read 
them, stating that the hospital examination would be only for persons suspecting 
these conditions. Much of this material would not have been taken except at the 
height of a campaign. 

These articles on early signs need not be too extensive. When one has dis- 
cussed skin lesions, breast tumors, mouth conditions, bleeding and gastric dis- 
tress, one has emphasized the main points in popular education. Medical liter- 
ature is full of conflicting statements concerning cancer and what constitutes 
early signs. ‘The advance publicity has led the public to expect, and they are 
waiting for, expert advice, so that sources of information must be carefully 
chosen. ‘The two handbooks of the American Society for Control of Cancer, 
W hat Everyone Should Know about Cancer, a Handbook for the General Reader, and 
Essential Facts about Cancer, a Handbook for the Medical Profession (both 1924) 
are authoritative, and the description of early signs is concise and complete. 
The book of Dr. Charles P. Childe (E. P. Dutton & Co., 1925), Cancer and the 
Public, contains much useful general information frequently clothed in very 
optimistic language. The article on The Prevention of Cancer, by Dr. James 
Ewing, delivered at this Mohonk meeting, with the discussion which followed, 
can also be used almost in its entirety. 

There will be a tremendous interest in skin lesions. In addition to the 
descriptions of the beginnings of skin epitheliomata, the information about moles, 
warts, pigment spots, etc., should be very full and yet concise, and should be 
authoritative. The descriptions in the handbook cannot be improved upon. 
The statement about breast tumors is simple. A discussion of uterine bleeding 
can during the height of the drive be camouflaged into language acceptable for 
popular print. Gastric and intestinal cancers are as difficult to warn against as 
they are to diagnose early. The most that can be given is a description of per- 
sistent indigestion, with a warning to be examined and a statement of what 
constitutes an adequate examination, word and phrase cautioning against 
undue alarm. In mouth cancer, emphasis should be placed on conditions which 
may develop into cancer, i. e., papillomata, leucoplakia, fissures, broken teeth or 
plates, smoking irritations, etc. A few brief sentences about rectal and urinary 
bleeding are sufficient. 

On the basis of our experience with the free hospital clinics, the response can 
be predicted. There will be many skin cancers discovered. A large number of 
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women with breast lesions, often requiring careful differentiation and diagnosis, 
will seek advice. A fair number of uterine lesions, chiefly carcinomata and 
fibroids, will be discovered. Many irritated mouth conditions, the eradication of 
which will prevent most of the cancer in the mouth, will be found, and a few 
buccal cancers. Concerning gastro-intestinal lesions, because of the indefiniteness 
of the advice that can be given about gastric lesions, and the complete exami- 
nation necessary for a diagnosis, few abdominal cancers were discovered. This is 
a disappointment, for this group comprises over one-third of all malignancies. 
A few rectal cancers will be discovered. 

Having seen these possibilities of mass publicity over a short time, we were 
anxious to see if similar methods could not be utilized on a smaller scale but more 
continuously. Furthermore the cancer week demonstrated the need of more 
systematized advice to those made suspicious by the publicity, and no attempt 
at organization for treatment had been made. One of the expressed principles of 
the American Society for the Control of Cancer is to foster better grouping of 
cancer patients. Consequently we have just inaugurated a cancer clinic at 
Harper Hospital which will group cancer cases in the hospital, and try to en- 
courage early diagnosis and treatment by publicity. It is being run by a few 
interested, with the chiefs of the various departments as consultants, so that the 
best group opinion of the hospital is available. Although we started this with 
misgivings, because the publicity must specify one institution rather than the 
county medical society, the newspapers did the same thing we had seen them do 
before—drove in many persons who had not thought much of their condition 
until they ‘‘saw it in the papers.” One of our first patients was a woman who 
had been told two years ago, at one of the cancer week clinics, to have an oper- 
ation for cancer of the breast. She had not done so, had thought of coming for 
examination during the last cancer week examinations, but finally came only 
after seeing the publicity announcing the Harper Hospital cancer clinic. During 
all this time she had seen no medical adviser. Our further success, as regards 
publicity as an adjunct to medicine in cancer control, will depend upon how well 
we can make a drab clinic, functioning continuously, into news. 
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DISCUSSION 
Dr. GEORGE A. Soper, New York City: Dr. Saltzstein has described an effective 
way in which to put the essential facts about cancer into the minds of great numbers of 
people, and in his description of the newspaper work connected with a “cancer week”’ 
he has told many useful as well as amusing things. No one in all the vast territory of 
North America, over which the operations of the American Society for the Control of 
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Cancer extend, has done better work in this particular field than has Dr. Saltzstein, 
and he may be looked upon as an authority upon this subject. 

The theory upon which such intensive educational work as cancer weeks is done is 
plainly shown in Dr. Saltzstein’s paper. There is value in the suddenness with which 
the subject of cancer and its control is brought to the popular mind. Every element of 
dramatic force is employed in bringing the question, first gradually and then rapidly, 
hefore the public. Mindful of the fact that intense interest cannot long be sustained, 
the educational work is maintained for a brief interval only. It then suddenly dis- 
appears altogether. The result of the enterprise, interestingly enough, is apparent in 
the number of cases of cancer which are brought to the attention of the physicians. 
We have a definite statistical measure of its success. 

Cancer weeks have been held in all parts of the United States. At one time they 
were held simultaneously throughout the country. Later, they swept the land in the 
form of regional campaigns in which one group of states after another undertook them. 

It was easier a dozen years ago, when the American Society for the Control of Cancer 
was organized, to manage a cancer week, than it is today, for from all parts of the 
country word has been received that the people are tired of “weeks” and “drives.” 
The idea, adopted in many fields of health work, has been “done to death.” 

Dr. Saltzstein’s campaign at Detroit has been carried on, therefore, under some 
disadvantage, and its success is all the more creditable. 

It will be observed that some stimulating things were said during the cancer week 
at Detroit. Some of the newspaper articles were startling in their announcements. We 
must suppose that the orators and writers connected with the undertaking were a little 
carried away by the enthusiasm of the occasion. 

Misstatement, either on the side of too much optimism or on that of pessimism, is 
capable of doing the subject of cancer control serious harm. In the statement of 
principles and policies adopted December 5, 1923, by the American Society for the 
Control of Cancer to serve as a chart in conducting its campaign against cancer, it is 
clearly stated that “the publications of the Society should be the most stimulating 
and practical which it is possible to produce. Above all, they should be accurate.” 
Again, the statement declares, ‘The Society should be the foremost authority in the 
world on the control of cancer. Its office should be prepared to formulate statements 
and statistical expressions of the most unprejudicéd and reliable character.” Again, 
“No matter for whom printed matter is intended, misleading statements should be 
avoided. For the Society, optimism is only appropriate when supported by accuracy of 
statement. Undue hopefulness as to the, efficacy of surgery, radiation or other treat- 
ment, or as to the outcome of the Society’s efforts to reduce the mortality from cancer, 
is certain to lead to disappointing consequences. Tjhis applies not only to the Society’s 
publications, but to all statements made in the Society’s name, be they written or oral.” 

In order that persons. who speak in the Society’s name shall speak accurately, 
physicians and others who wish to make public addresses are furnished with information 
which has been compiled especially for their use. For example, there is the book in- 
tended for physicians, called Essential Facts about Cancer.' There is the little book 
called Suggestions for Popular Talks on Cancer (a guide containing not only facts but 
lectures and addresses to show how they may be employed), and there are statements 
which are issued from time to time by the national headquarters on the subject of 
statistics. 

There is no reason whatever for anyone to give misinformation on the sub- 
ject of cancer, providing he wishes to equip himself with the facts. It is quite un- 
necessary. The truth is startling enough. That speakers generally adhere closely 
to the Society’s doctrine and hold well to the instruction given them is proved by the 
thousands of newspaper clippings which come to the Society’s office from all parts of 
the United States where addresses on cancer control are made. 
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A number of persons have spoken on the subject of fear and cancer, and it may ke 
of interest to those who are present at this meeting to know the position which the 
American Society for the Control of Cancer has taken on that important subject. In 
its statement of principles and policies appears the following: “Up to the present, the 
Society has sought to accomplish its purpose by showing the benefits to be gained by 
following its advice. It is questionable whether this optimistic attitude furnishes the 
strongest motive force which it is practicable to employ. It may be worth considering 
whether it is not desirable to tell people not only the hope which lies in prompt and 
proper action, but the fatal consequences of delay.” 

Fear operates in many and curious ways. Some persons who believe they may lave 
cancer do not go to physicians to make sure, because they fear that they will be told 
they have that disease. Others, with the same degree of fear go promptly, lest delay 
may add to their danger. 

Fear is capable of being utilized, perhaps, in a far more effective manner than 
hitherto in the control of cancer, for it is an instinct which may give rise to a wise 
course of action, as well as to a foolish one. It is not necessary for us to think only 
of senseless fear when the word is mentioned. Fear is often a very sensible and useful 
emotion to possess. It is of value in guarding us against many of the dangers of every- 
day life to which we would otherwise fall victims. The person who knows that the only 
hope of cure in cancer lies in early and skilful treatment, and who consequently goes to a 
physician upon the first appearance of the danger signals, has a sense of fear which is 
well worth while. 

The instruction which the American Society for the Control of Cancer gives has 
always been called a message of hope. The theory underlying it is that the prospect of 
cure which can be held out affords sufficient inducement to anyone to follow the advice 
offered. I am by no means certain that the average man or woman holds such a gloomy 
view of cancer as to look upon that disease as necessarily fatal, and I think I shall some 
day believe that a little wholesome fear—just enough to get people to go to the phy- 
sicians in time—would be a good thing to instil into the public. 

In a personal correspondence numbering several thousand letters, I have noted only 
one case of cancerphobia. That was in a woman who insisted upon being told that she 
had cancer, and was hunting around continually to find a doctor who would fall in with 
her idea. Before her mind settled upon cancer, she had been consumed with the notion 
that she had tuberculosis and before tuberculosis, heart disease. 
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THE RELATION OF THE GENERAL PRACTITIONER TO 
THE CANCER PROBLEM 
By HOWARD LILIENTHAL, M.D., New York Crry 


Consulting Surgeon to Mount Sinai and Bellevue Hospitals, New York City; Professor of Clinical Surgery, Cornell 
University Medical School 


HE subject which has been assigned to me and which is expressed in the 

title of this paper has not been quite fairly put, for one cannot possibly 

consider the attitude of the general practitioner toward cancer without 
regarding the attitude of the surgeon toward the general practitioner as well as 
toward cancer and also the attitude of the patient and his friends toward all 
three of the factors which have been mentioned—the surgeon, the general prac- 
titioner, and the disease. 

Unfavorable criticism of treatment, after the fact, is uncharitable and alto- 
gether too common. Without knowing all that has happened from the time 
suspicion was first aroused until surgery was invoked, no one can place the blame 
for delay where it belongs. 

In this discussion we will begin with the standpoint of the patient and then 
take up, in their natural order, the attitude of the practitioner, and, finally, 
that of the surgeon, toward the disease, and we shall then try to show how 
education in cancer can be of service through its influence upon all three of the 
human elements—patient, physician, and surgeon. 

Since this malady may attack any individual, it is the public which must 
be educated instead of the person who already has cancer. His education will 
come by experience, often sad, sometimes otherwise. In a paper of this kind it 
is not necessary to describe the various manifestations which first arouse anxiety 
—the presence of a tumor or enlargement, or of an ulceration, or of some abnor- 
mality in function. We will merely assume that after days, weeks, or even 
months of consciousness that something wrong is present, the vague suspicion 
of cancer is aroused. According to the temperament of the individual, other 
days, weeks, or months will pass before a medical investigation is requested. 





APPLIED PSYCHOLOGY AN IMPORTANT FACTOR 


What the result of this inquiry will be, and whether or not the patient will 
secure the best chance afforded by science for the conservation of life or the 
prevention of distress or deformity, will depend upon the knowledge and tact of 
the one who makes the primary physical examination, and here applied psy- 
chology becomes an important factor. The family physician, who has long been in- 
timately acquainted with the patient, has the best opportunity to guide him in 
the right path, setting in motion the influences which will enable him to take 
advantage of all that is known about the treatment of his condition. ‘Timidity 
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and cocksureness are equally to be condemned. The alarmist or the extreme 
optimist will often do harm instead of good for reasons too obvious to mention. 

A careful feeling out of the patient’s probable reaction to the truth which 
he must hear is the surest way to transmit evil tidings with the minimum of 
shock. 

According to the degree of certainty resulting from the examination, the 
doctor may either be practically sure that he is dealing with cancer, or he may 
be almost convinced that the condition is a non-malignant one. In any event 
the case will probably be one to be treated by some surgical procedure, either 
radical or diagnostic, and it is most desirable that there should be as little delay 
as possible. 

In managing a patient who is blessed with a calm and judicial temper, the 
mere logical statement of his case will probably elicit the suggestion from him 
that action be not postponed; and the way is then clear for the next step, which 
will be the consultation with the surgeon. ; 

On the contrary, a stolid or slow-witted person cannot usually be approached 
in this manner. When it becomes clear that he does not take in the sense of 
what his adviser is trying to tell him, it may be imperative to use the method 
of the cudgel instead of logic or persuasion. Such a person will have to be told 
- bluntly that he probably has cancer and that he will die unless an operation is 
promptly performed. 

Still others are timid and flee from the truth at the first unwelcome hint. 
Or, vanity may be the influence which makes for procrastination or for insuffi- 
cient operation. 

I once knew a woman who refused to have a tiny epithelioma upon her nose 
removed because it would leave a scar and she was “fair to look upon.” ‘The 
neoplasm became ulcerated and its area slowly extended. She knew that the 
larger the present defect the greater would be the resulting scar, and so months 
and even years went by until, when I saw her, the entire face below the eyes 
was a raw ulcerated sore with tremendous destruction of the soft tissues; and 
then, when it was no longer possible to treat the case surgically, she begged for 
operation! All this was long ago. Perhaps she would have permitted the use 
of radium had this been available in those days. 


THE RESPONSIBILITY OF THE PHYSICIAN 


The responsibility, although in the main properly shifted to the surgeon, 
does not entirely end there. The physician and his understanding of the physical 
and temperamental side of his patient, and his knowledge of the latter’s idio- 
syncrasies and possible coexistent conditions, such as chronic cardiac, pulmonary, 
or renal derangements, can throw many important sidelights upon the case 
which will do much toward smoothing the way before and after operation. 
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As to idiosyncrasies, we may cite sensitiveness to certain drugs, such as 
morphine, quinine, or mercury. Some of these peculiarities may be quite unsus- 
pected by the patient. 

With regard to morphine, I once had a narrow escape in the case of a man, 
himself a physician, who knew of his sensitiveness to this drug but kept this 
knowledge to himself because he feared postoperative pain. From the time be- 
fore his operation at 9 a.m. until 5 p.m. he received a total of 14 grain of mor- 
phine. At 7 p.m. he was cyanotic and in a profound coma from which he was 
with much difficulty aroused, only to relapse into still deeper unconsciousness 
with slow shallow breathing which yielded only to long-continued stimulation. 
It was not until later that I learned that there had been a similar experience 
upon the occasion of a previous surgical procedure. 

Calomel—the household remedy—given to one who is susceptible, may pro- 
duce the distressing mouth condition known as salivation. The foul breath and 
the loosening of the teeth, and the disgusting metallic taste may persist for 
weeks, often much longer than the convalescence from the operation. 

We have thus far assumed that the physician belongs to that enlightened 
class which, in principle at least, believes in the efficacy of the early and radical 
extirpation of malignant growths. It must be recognized, however, that not all 
medical men have the same confidence in the treatment of cancer by operation, 
even if it be what we are accustomed to call timely. They point with protesting 
finger to the long list of their unfortunate experiences with cancer treated by 
surgery, and perhaps, in contrast, they will tell of cases in which malignant 
disease has been present for many years, but in which its progress has been so 
slow as to be almost stationary, interfering little, if at all, with the routine of 
life. It cannot be denied that in subjects of advanced age a slowly growing 
cancer, without breaking down of the tissue, may wisely be let alone or treated 
by some method Jooking toward palliation or the prophylaxis of ulceration. 

One of my patients, a woman of 82, was hale and hearty except for a scirrhous 
carcinoma of the left breast which she had had for more than ten years. At last 
the surface became reddened and open cancer was imminent. She then came 
to me for an opinion. Had it not been for the threatened destruction of the 
skin, I should have been inclined to advise against intervention of any kind, 
because, at the rate of growth manifested by the disease, there was little reason 
to doubt that she might finish her normal span of life without pain or even 
serious inconvenience from her malady. The threatened ulceration, however, 
made me determine upon operation. I removed the breast gland only, not wish- 
ing to place the patient’s life in jeopardy by anything more radical. Local 
anwsthesia sufficed for this procedure. I followed the case for more than three 
years, when the patient moved to a distant state; up to that time she had 
remained well. 
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But in spite of the happy outcome in unusual cases, such as the one just men- 
tioned, it must be remembered that it is not the exceptional case but the ordinary 
ones from which we gather the experience which marks the path of progress. 


RADICAL AND PALLIATIVE OPERATION COMPARED 


From the observation of a multitude of operators it appears incontrovertible 
that the treatment of cancer of the breast by radical surgery will promise a 
greater percentage of conservation of life and more relief from suffering than will 
palliation or incomplete operation. And yet, palliation has its own important 
field. One would treat a case of cancer very differently in the presence of fatal 
illness, such as the final stages of pulmonary phthisis, than when it occurs in a 
person of ordinary good health. Yet even here the times are changing, as is 
illustrated in the case of diabetes, until recently one of the gravest contra- 
indications to major surgery, but now, through insulin, robbed of much of 
its danger. ' 

We need not stress the value of nerve section for the elimination of pain or 
of short-circuiting and similar procedures to relieve visceral obstruction, for these 
useful procedures are well known. 

We can fully sympathize with the point of view of many practitioners who 
fail to be convinced of the efficacy of surgery in cancer of the viscera, notably 
of the stomach, for by far the greater number of these cases come to the operat- 
ing table too late for clinical cure. This is particularly so whenever the site 
of the lesion is not at or near one of the orifices, for then the pain of obstruction 
either to the entrance or exit of the visceral contents is absent and there may 
have been no symptoms whatever referable to the diseased organ. When, for 
example, there is obstruction at the outlet of the stomach, the patient, being 
plagued by pain and vomiting, will often seek relief in time for a reasonable 
attempt to extirpate the cause of his distress. Yet there is no reason why a 
cancer of small size in the body of the stomach may not present even better 
conditions for operation than one of equal size at the pylorus. 

If medical men in making up their minds about the status of surgery in 
cancer would take into consideration the late and often hopeless condition in 
which operation is attempted and would inform themselves upon the compara- 
tively slight risk of operation in early localised lesions, more of them would 
“think cancer” when a case of indigestion presents itself, and consequently there 
would be earlier diagnoses and more success with surgery. 


THE VALUE OF ENDOSCOPY 


In malignant disease of the oesophagus this aspect is probably more clearly 
marked than in all other cancerous disease. Instead of early examination by 
endoscopy with the actual view of the interior of the entire organ and with the 
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removal of specimens for histological scrutiny, these cases almost never come 
to the surgeon for an opinion until there has been such an invasion of the lumen 
of the gullet that complete obstruction is imminent. I would, in fact, venture to 
say that fully 95 per cent of gastrostomies for cancer of the cesophagus are 
performed for temporary relief instead of as a first step toward the removal of 
the tumor itself. And it is particularly instructive to regard the history in the 
case of the only successful extirpation of this kind. I refer to the classical one 
in the practice of Dr. Franz Torek. The point which should be stressed is that 
this patient, an elderly woman, happened to consult the surgeon primarily on 
the first appearance of her symptoms. There was no middleman. 

But one can hardly blame the average patient for not seeking special advice 
for what at first appears to be a trifling indigestion or a hysterical obstruction 
to swallowing. Indeed, mechanical obstruction does not occur until later. The 
subjective symptoms of substernal pain or distress nearly always antedate true 
dysphagia. Very few physicians realize that endoscopy of the oesophagus, espe- 
cially in early disease, is not a dangerous procedure. 

The spreading of information on this matter is one of our sacred duties. It 
is better that a score of these examinations should be made with negative results 
than that one operable case should be overlooked. The objection of expense, 
which is an important element with many conscientious physicians, is hardly 
well taken, because if the patient himself were plainly told that this procedure 
would result in a diagnosis, few, if any, would be satisfied to continue in igno- 
rance. The fees of specialists are on such a sliding scale that anyone except the 
desperately poor can afford them, and, of course, the pauper class is still less 
neglected because of the many charitable hospitals and clinics. 


THE EDUCATION OF THE MEDICAL PROFESSION 


To continue the discussion of the successes and failures of cancer surgery and 
how to carry the message to the medical profession in general, I shall quote 
some of the least promising aspects of the operative treatment, and then ask 
what we have which promises better results in cancer cases in the aggregate. 
The individual must always be dealt with according to the circumstances of his 
own particular case. 

Inseparably connected with this discussion are certain other factors bearing 
on the subject from various angles. They will be noted in the following para- 
graphs which are set down here as a hint, a mere suggestion, of the kind of 
information which should be spread broadcast among those who lack confidence 
in surgery as the prime antagonist of cancer. 

In a conscientious and painstaking twelve-year follow-up of patients with 
malignant disease, both carcinoma and sarcoma, Gibson! says, “No sadder 


1Ann. Surg., August, 1926. 
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report of the disheartening status of cancer surgery has come to our attention.” 
This important contribution is recommended for perusal to all who are interested 
in the cancer problem. I fully agree in the use of the word “‘sad,” but instead 
of the state of affairs being disheartening, I regard it as more in the nature of 
a challenge For after all, Gibson’s tables fully demonstrate the value of surgery, 
and they are worth all the labor and treasure which has been expended in their 
production. To be sure, the statistics which refer to the number of years after 
operation and the type and anatomical location of the lesions are most difficult 
to digest; yet one gathers that of 437 operative cases (many kinds of malignancy 
and surface as well as visceral ‘‘cancers”’), 17 per cent are “known to be living,” 
while in 136 cases without operation there are only about half as many reckoned 
in percentage (9 per cent) and these may be considered hopeless. The chances, 
with surgery, of remaining alive for a given period are double those without its 
aid in the same length of time. Many of the cases reported are fine examples 
of operative skill and surgical judgment with results brilliant in the extreme.! 

When we see that 64 patients, or about 12 per cent, are living from about 
I year to 10 years after operation, including otherwise hopeless conditions such 
as bone sarcoma (patients living from 2 to 10 years without recurrence), we 
should certainly not cease in our efforts to bring about better statistics by more 
timely intervention. 

There is but one avenue of approach to this most desirable consummation, 
namely, the education of the doctors—all of us. Take, for example, cancer of 
the gall bladder. Gibson gives the mortality as 100 per cent. Here, plainly, 
the problem is one of prophylaxis. There are usually stones in cancerous gall 
bladders, and it is highly probable that the irritation incident to their presence 
has much to do with producing the malignancy. In these days cholecystectomy 
for pain-producing lithiasis is common enough. The silent calculi are probably 
a greater menace; they should be diligently sought and the viscus harboring 
them should be removed.’ 

Two instructive pamphlets have been recently issued by the British Ministry 
of Health.* One is on the natural duration of cancer, by Dr. Major Greenwood, 
the other on late results of operation for cancer of the breast. The tables dem- 
onstrate the paramount importance of operating in mammary cancer before the 
lymph nodes are involved. We knew this before; but when we are shown that 
in cancer limited to the breast itself and treated by operation the survivors 10 
years later are only 14 per cent below the normal average expectation of life, 
we must, as the reporter says, “regard this result with great satisfaction.” 

1The bulk of the work was done by Gibson, Lee, and Hitzrot. 
wo fase tonal with the paaiicin teeaphoanane, tagger of muanaliey tom tap epmmanion pall ab egplaat, conews erebepeant 
in these cases. According to necropsy figures which I ~— to supply at some future time, the impression is that the proportion 
of cancer incidence as a result of these silent stones may be not greater than that of mortality in the operation of cholecystec- 


tomy. 
‘Brit. M. J., August 14, 1926. 








314 CANCER CONTROL 


From the evidence given by Dr. Greenwood corroborating the observations 
of many surgeons, we cannot escape the conclusion, which is, of course, by no 
means new, that in operations upon primary cancer which are not accompanied 
by secondary growths in other portions of the body the chances of permanently 
ridding the patient of his disease are good. 


THE NEED OF SEARCHING FOR METASTASES 


It also appears reasonable to conclude that metastases which become mani- 
fest after an operation may have existed unrecognized before it. It can hardly 
be supposed that the presence of metastatic growths of minute, perhaps even ol 
microscopic size, can be determined by any method known today. Indeed, it 
seems amazing that any cancer with neighboring lymph-node involvement can 
be completely removed by block dissection such as we make in breast neoplasms 
with axillary extension. The very fact that this has been successful in a con- 
siderable percentage of the cases is most encouraging. 

Moschcowitz! reports that 40 per cent of his breast cancer patients who were 
alive from 4 to 5 years after operation had had definite glandular involvement 
and that this was the case in all the patients who lived as long as 9g, 10, or 11 
years. 

We should not regard deaths from metastatic growths which were impossible 
to discover at the time of operation as the fault of surgical technique, although 
it is perfectly fair to reach this conclusion in true local recurrence. 

For the good name of surgery, therefore, the most careful search for metastases 
should be made before giving a prognosis on the probable result of an operation. 
In addition to the usual physical examination, there should be roentgenologic 
exploration of the chest, since tumors of astonishing size may be present in the 
lungs without subjective symptoms. 

Another common seat for metastatic tumors is in the skeleton, but these 
should rarely be overlooked, since local pain and tenderness are prominent 
features and X-ray pictures of the suspected bones will probably result in definite 
- information. Manifestly, radical operations should never be attempted in such 
hopeless cases, although procedures for the relief of intolerable conditions, such 
as widespread ulceration of the skin, are perfectly proper. 


POSTOPERATIVE REMISSIONS 

Again, in estimating the value of surgery in cancer there is not only the 

question of mere prolongation of life, but of what may be called postoperative 

remissions during which the patient feels well or greatly improved and may for 

a time become productive and, therefore, of value to his family and the com- 
munity. 


'Moschcowitz, A. V. Ann. Surg., August, 1926. 
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Let us take, for example, cancer of the rectum untreated, and let us assume, 
for the sake of argument, that without operation the expectation of life is a 
little more than two years.' During this time there will be constant aggravation 
of the symptoms and the patient will become progressively miserable until the 
end. Now, contrast this with the great improvement which follows a colostomy. 
There is relief from pain and gain in weight and strength, with the possibility 
of returning to work, provided the occupation is not one of physical stress. 
Life will be prolonged; but, even if it were not, the state of existence is far pref- 
erable to that before the operation. 

If, during an attempted radical procedure, it becomes evident that the extent 
of the cancer forbids its extirpation, the resources of surgery may still not have 
been exhausted. The re-establishment of function may bring relief both mental 
and physical, even though the malignant disease remains. The many short- 
circuiting operations are instances of this. Granted, we are merely putting off 
the evil day, but “what,” as Heywood Broun remarks, “‘is better to do with 
an evil day than to put it off?” 


RESULTS OF EDUCATIONAL CAMPAIGNS 


Now, what evidence is there that the campaign of education by the American 
Society for the Control of Cancer and by other similar organizations for the 
past 12 years is bearing fruit? Is it a fact that patients come earlier for radical 
treatment and, if so, are they sent by their physicians or do they come to the 
surgeon on their own initiative? 

This question is one which is not easy to answer in a scientific manner. 
There are few statistics available and I freely admit that mere impressions in 
regard to facts of this kind are liable to be fallacious. Moschcowitz,? in an 
analysis of a series of over 200 cases in g years, concludes that there has been 
an apparent gain of only one-half month in the time of waiting between the 
first suspicion of cancer and the entrance to the hospital for treatment. While, 
at first sight, this may seem a disappointing proportion, to me it appears to be 
the exact opposite. 

In the short period of our Society’s existence, an organization had to be 
built up and a plan of action developed. This alone has taken time and a World 
War came between to interrupt, but, fortunately, not to destroy, the good work. 
If 8 per cent represents the gain up to the present, may we not look for 50 per 
cent or more in the near future? And there are other aspects to be noted. During 
this period of publicity I have observed decided increase in the number of 
patients who come for examination and who submit to operation for suspected 
conditions which turn out to be non-malignant. Bloodgood, also, mentions this 


1Greenwood’s tables, Brit. M. J., August 14, 1926. 
2Loc. cit. 
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increase in a recent paper advocating the wide excision of apparently innocent 
tumors, a proportion of which will be found cancerous on pathological ex- 
amination.! 

In a lecture before the Worcester District Medical Society? 13 years ago I 
reviewed a series of 65 of my own cases of cancer—not merely cancer of the 
breast—and found that the waiting period before consulting the surgeon was 
about a year. Now, although this mixed series may not be accurately compared 
with cancer of the breast alone, it does have a significance, and I should esti- 
mate from personal observation that the time of inaction has diminished by 
fully 50 per cent. 

Dr. Major Greenwood?’ in a series of 324 cases of breast cancer noted a 
mean period of delay amounting to 1 year 2 weeks and 4 days. But the very 
fact that so many more patients with innocent tumors present themselves is 
surely an indication of improvement along these lines, for the patients do not 
know the nature of their lesions before the examination. In Bloodgood’s paper 
he states that in his clinic the increase has been from less than 3 per cent, up to 
1900, to more than 60 per cent since 1920. 

I find that many more patients who suspect malignancy come to me for an 
opinion without having been sent by their physicians and I am frequently 
obliged to make careful inquiries to ascertain when they were first examined. 
The trouble does not seem to be a disinclination on the part of the medical men 
to act promptly in clearly diagnosed cases of cancer, but there is a strong tend- 
ency toward procrastination in the doubtful cases, although it is only by attack- 
ing these that the fight against cancer can be won. To wait for a diagnosis on 
purely clinical grounds is to invite failure when success is within grasp. 


THE QUESTION OF HEREDITY 


Although the question of heredity has not yet been definitely settled, yet 
animal experiments, notably those reported by Maud Slye, point strongly toward 
the transmission of a cancer tendency, and although the conclusions reached 
by investigations in human malignancy are at wide variance, it can nevertheless 
not be denied that when both parents have harbored cancer there is a liability 
that the children are potential bearers of the disease. 

One weak point in coming to conclusions of this kind is revealed when one 
or both parents with a cancer tendency have died of intercurrent disease before 
the development of definite malignancy. This question of heredity, however, 
should not affect the attitude of the physician, because in any doubtful case 
early treatment is imperative. For emphasis, I will repeat that the way to cure 
cancer is to extirpate all suspicious lesions. 


1J. Am. M. Ass., July 31, 1926, p. 344. 
2Boston M. & S. J., Jan. 22, 1914. 
3See Brit. M. J., August 14, 1926. 
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THE EFFECT OF NEWSPAPER PUBLICITY 


Newspaper articles exert a profound influence upon the public. In a recent 
number of the Journal of the American Medical Association, Di. Harry 
Saltzstein of Detroit has demonstrated this fact with interesting charts, and he 
discusses the psychological explanation. In fact, there is probably no more 
penetrating force than the lay press to stir the feelings of the people of our land 

Whether or not we care to admit it, the medical profession as a whole reacts 
strongly to the demands of the public, and, although it may seem -ignominious, 
it is nevertheless true that many advances in medical education have been made 
outside the established medical schools. 

Without going farther into the matter I may simply call to mind the relation 
of homceopathy to the older school 60 years ago and today. 

While the education of the physician begins at the time of his graduation, 
there is nevertheless an unfortunate tendency to laxity in keeping up with the . 
medical progress on the part of those of us who are obliged to practice “for 
a living.” 

The average doctor is brought in contact with a public for the most part 
not his equal in education, and his mental standard slips. This can be corrected 
only by more frequent talks with those of his own intellectual class, whether 
of his profession or not. Probably the most potent influence to prevent this 
deterioration is the medical press and, almost as powerful, is regular attendance 
at professional gatherings. The man who reads his journals and who exchanges 
ideas with his fellows will necessarily advance whether he reside in a city of 
the first class or in a hamlet in the country. 

Our problem is to set before the medical man clearly, briefly, and convinc- 
ingly what can be done with his cancer patients and to make him appreciate 
the tremendous strength of his position. 

No matter what improvements and advances may be in store in the tech- 
nique, medication, and other scientific treatment of malignancy, surgery will 
always hold a foremost place in the line of combat, whether by diagnostic opera- 
tive procedures, by direct attack, or by correcting mechanical or physiological 
faults brought about by the disease. 

But the beginning of the war is in the hands of him who first sights the 
enemy, the man who practices general medicine. His responsibility is a heavy 
one, for success or failure rests with him. Once the public has been fully aroused 
as it has been in regard to some other diseases, notably tuberculosis, there will 
be a great change in the world’s attitude toward the treatment of malignancy. 
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PROFESSOR W. BLAIR BELL’S METHOD OF TREATING 
CANCER 
By FRANCIS CARTER WOOD, M.D., New York Crry 


Director of the Crocker Institute of Cancer Research 


NHE use of lead in the treatment of cancer is not wholly new, for on page 91 
of the English translation of Goulard’s treatise on the Effects of Lead, pub- 
lished in London in 1769, may be read: “It is no new system to apply the 

preparations of lead in ulcerated cancers. Everyone knows how strongly they 
have been recommended. The reasons which forbid plasters and other external 
applications are of no force when urged against the use of this extract (of Saturn) 
by way of lotion or cataplasm. . . . If the application is continued, the 
cancerous tumor is observed to disperse; or at least ease is given the patient, 
which is no small point gained.’’ Appended to these remarks are several clinical 
testimonials with a very modern sound, of which the following is a sample: 
“Not long ago I cured by means of the extract of Saturn cancers in two persons 
of distinction. Some time before I undertook a third, where the afflicted person 
was four and twenty years of age. In 15 days the tumor was considerably 
diminished, and soon after entirely disappeared.” 

The extract of Saturn is the acetate of lead still known as Goulard’s extract. 
Obviously the astringent and bactericidal action of the lead, while it might assist 
healing of the ulcerated surface, would scarcely have cured a cancer, so that we 
must assume that in those days, long before the use of the microscope, the 
diagnosis of the cured cases might reasonably be in doubt. 

The first really scientific attempt to use lead in the direct treatment of cancer 
was in the period following von Wassermann’s publications in 1911 on the effect 
of selenium on animal tumors. For a number of years subsequent to that publica- 
tion extensive experimentation was carried out, not only on animals, but on 
human beings, with various colloids, including lead. The administration of these 
colloids was found to be so dangerous that all therapeutic attempts were aban- 
doned until about 1920, when Professor W. Blair Bell of Liverpool again took up 
the problem, with the result that real progress has been made. He had observed 
what he considered an elective toxic action of lead on the cells of the placenta, 
and believing that tumor cells were biologically related to those of the trophoblast, 
he began the treatment of human cancer by intravenous injections of various 
forms of lead. 

PREPARATION OF LEAD COLLOID 

In the preparation of lead colloid, the soluble salts, such as the acetate, were 
found highly toxic. The colloidal lead iodide preparations also were dangerous. 
Finally a mixture of colloidal metallic lead, hydroxide and carbonate, was made 
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by the Bredig arc method, using a 0.4 per cent aqueous solution of gelatin as the 
sparking fluid, to which was added 0.027 per cent of calcium chloride. After 
15 or 20 minutes of arcing between lead terminals the solution roughly contains 
50 milligrams per 100 cubic centimeters. This is centrifugalized to get rid of the 
grosser particles measuring more than 0.2 micron. It is made hypertonic by the 
addition of 1.1 per cent of sodium chloride, 0.05 per cent of potassium chloride, 
and 0.05 per cent of calcium chloride. The lead content is then determined by 
a rapid colorimetric method and the mixture sterilized by boiling, and adminis- 
tered intravenously in doses not greater than 100 milligrams of lead. Under the 
microscope many of the particles are rod-like and transparent and are evidently 
not metallic lead, as the addition of ammonium sulphide blackens them. 

The preparation is actually not wholly colloid but rather a mixture of colloidal 
lead compounds with a coarser suspensoid. The fact that a considerable amount 
of the lead settles out in a few days is further evidence for this assumption. 
Sterilization is not strictly necessary as the lead itself destroys bacteria. No 
growth can be obtained from an unboiled solution, but it is wiser to be on the 
safe side. Kept under ordinary conditions in stoppered bottles, it grows rapidly 
more toxic, for reasons as yet unknown. Probably, however, this alteration may 
be ascribed to the fact that more of the lead becomes oxidized and perhaps 
assumes an ionic form. The particles also agglutinate in time, and perhaps some 
of the bad effects observed have been due to vascular thromboses induced by the 
colloidal material. As a rule, during a single course of treatments, which requires 
about two months, 600 milligrams of lead are given. 


CLINICAL SYMPTOMS DURING TREATMENT 


The clinical symptoms which follow injection are a more or less marked rise 
of temperature which may be accompanied by chills, headache, and marked 
malaise. This malaise may continue for 4 or 5 days, and be accompanied by 
nausea, distention of the intestines, and a marked feeling of prostration. Within 
3 or 4 days after the administration of a single dose of 100 milligrams of lead, the 
hemoglobin may fall 20 or 30 per cent, the red cells being reduced corresponding- 
ly. Leucocytosis does not occur as a regular phenomenon. Other patients, espe- 
cially those with less highly sensitive nervous systems, may receive an injection 
of 100 milligrams without more than a half or a degree’s rise in temperature, 
and without any symptoms, except slight headache. Even those without a 
reaction, however, are apt to show anemia. Heavy, fat patients can stand more 
lead, emaciated persons less, though this is not an absolute rule. Four or 5 days 
after the lead is given, numerous stippled red cells may be found in the smears, 
together with polychromatophilia, and anisocytosis. Occasionally large numbers 
of normoblasts appear. If the stippling reaches 2 to 3 red cells per field of the oil 
immersion lens, it is wise to discontinue the lead. 
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Moderate icterus is often observable. This passes off in 4 or 5 days, and is 
unquestionably due to a toxic lesion of the liver which will be described later. 
Occasionally, however, very severe jaundice may occur, with an enlarged and 
tender liver, evidently the expression of an acute toxic hepatitis. The van den 
Bergh test is positive and direct. The quantity of bile present in the urine is 
usually small. Hamatoporphyrin is regularly present in considerable quantities 
in the urine. Some patients pass a Burgundy red urine, which shows the spectrum 
of hematoporphyrin without any concentration of the pigment. Some patients 
with apparently normal kidneys show casts and albumin after each injection, 
but this is not a regular phenomenon, and many have no renal symptoms. An 
unpleasant phenomenon occasionally observed is persistent vomiting which may 
necessitate complete abandonment of the treatment. Traces of lead may be 
demonstrated in the vomitus and may act as a local irritant on the gastric 
mucosa. 

Despite the administration of such large quantities of lead, the patients are 
singularly free from evidences of injury to the nervous system. No cases of 
cerebral saturnism have been observed. A few transient neuralgias of the periph- 
eral nervous system have been noted, and occasionally a wrist-drop with anas- 
thesia over the radial distribution, but none of the more serious and permanent 
peripheral paralyses such as are common in industrial poisoning. A lead line is 
often present. Marked stomatitis is not uncommon, and the patients may find 
it difficult to eat on account of the soreness of the tongue and the gums. For these 
reasons the teeth should be thoroughly cleansed by a dentist before the treatment 
is begun. Blair Bell has ascribed one case of fatal aplastic anemia to the lead, 
but this may very well have been a coincidence. He reports a few deaths due to 
the toxic action of the lead on the renal tissues in patients whose kidneys were 
the site of an interstitial nephritis, though no evidence of kidney insufficiency 
could be obtained by clinical study, or chemical and microscopic examination of 
the blood and urine. In any case, the direct mortality from the lead is far lower 
in these hopeless and advanced cases of cancer than the accepted operative 
mortality in carcinoma of the uterus or stomach. 


SELECTION OF THE CASES 


The dangers and discomforts attendant upon the administration of the lead 
are so considerable and the results so inconstant that the method cannot be used 
in the treatment of operable tumors, and Professor Blair Bell rejects all such 
material. Another group which must be absolutely refused are those patients 
with obvious renal lesions. The administration of lead simply means that the 
kidney trouble is increased, and anuria is likely to follow from poisoning of the 
kidney substance, with the inevitable death of the patient. Severe anzmia, 
advanced cachexia, and exhaustion from the effects of extensive growths also are 
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sufficient reasons for rejecting patients. These people cannot stand the strain of 
the lead injections, and the indiscriminate administration of lead in such cases 
will only bring discredit upon a method which is of value in suitable types. 

The presence of cerebral metastases is also a self-evident contra-indication. 
In patients with pulmonary and bone metastases who are in good physical condi- 
tion, it may be tried but the results are always doubtful. Those with very bulky 
irremovable tumors are also in general unsatisfactory patients. It is easy to see 
that if the lead divides itself in fairly definite proportions between the organs of 
the body and the tumor, as analyses show to be the case, patients with large 
tumors run much more risk of death from serious damage to the kidneys, liver, 
and bone marrow than do those with small tumors in which the amount of lead 
to be administered may be proportionally smaller. It is Professor Blair Bell’s 
practice, therefore, to remove, if possible, a considerable bulk of such neoplasms, 
even going so far as to remove a large area of thoracic tissue in patients with 
cancer en cuirasse. He finds that the bare area rapidly repairs under the influ- 
ence of the lead, especially if epidermal centers are furnished by grafting small 
areas. Extensive Thiersch grafting is not necessary. 


TYPE OF TUMOR AFFECTED 


Very slow-growing tumors, like the basal cell epitheliomata, are not affected, 
probably because their vascularity is so low that too little lead reaches them. No 
effective therapy has been found from the administration of lead in patients 
afflicted with squamous cell epitheliomata of the oral region, though secondary 
lymph nodes may shrink very considerably. The slow-growing, glandular car- 
cinomata also as a rule are rather resistant. While in general no type of tumor 
can be described as especially susceptible, the experience of Professor Blair Bell 
and his colleagues has been that the rapidly growing vascular tumors have a 
greater susceptibility to lead than the other types. This shows a certain parallel- 
ism with the susceptibility to radiation. In this connection it is interesting that 
some of the cured cases were lymphosarcomata of the intestine, which are well 
known to be less malignant than similar tumors of the nodes. Here again there 
is a certain parallelism with radio-sensitivity. 


RESULTS OF TREATMENT 


Of the patients selected to undergo treatment, some 80 per cent are uninflu- 
enced and the disease proceeds on its regular course to a fatal termination. The 
remaining 20 per cent of selected cases receive more or less benefit. The palliation 
may be very great, even if the tumor begins to grow soon after the administration 
of the lead is discontinued, but it is possible to give such a patient even when in 
a very advanced stage, relief from pain and healing of the ulcerated surfaces, and 
hence freedom from poisoning due to absorption of the toxic products which 
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enables him to return to work for a period of 3 to6 months. During that time the 
growth may begin to return, and the injections have to be repeated. There is 
evidently a limit to this, and in this particular aspect lead is not always so effective 
as radiation. ‘The latter, by its obliteration of the terminal arterioles, cuts down 
the food supply of the tumor, and at the same time damages the neoplastic cells 
which therefore may remain dormant in the tissues for a considerable period. The 
lead does not seem to do this, and the renewed growth of the tumor may be 
observed in some instances very promptly after the effects of the lead have worn 
off. This unfortunately may be within a month or two and nodules which have 
apparently disappeared may recur with all their original growth capacity. For 
this reason I think it is important that the lead treatment should be combined 
with the simultaneous radiation in order to give the benefits of both types of 
treatment. If the patient is nauseated from the lead, the additional nausea from 
any radiation treatment will not make conditions much more serious. On the 
other hand, tumors which have originally been sensitive to radiation but have 
recurred and are then resistant may yield completely to lead. 

In addition to the cases which are benefited and obtain palliation of a longer 
or shorter period, it may be expected from Professor Blair Bell’s results that a 
small percentage, at present not definitely determinable, will be apparently 
cured. That is, they will remain free of tumor for 3 to 5 years. Professor Bell has 
a few such patients who have survived this period, and many others whose condi- 
tion at the end of 1 or 2 years warrants the expectation that they will escape 
return of the disease. If the neoplasm does recur, and the patient’s condition 
warrants a fresh course of treatment, it can be instituted, as the lead apparently 
produces no permanent damage to the organism. Examination of a large number 
of patients who have undertaken treatment reveals no rise in blood pressure, or 
other evidence of vascular or renal lesions; hence it may be reasonable to assume 
that the chronic arteriosclerosis which is seen in industrial lead poisoning will not 
be found when the lead is administered in a few large doses. 


MODE OF ACTION OF THE LEAD 


The mode of action of the lead is as yet but little understood. The removal of 
particulate matter injected into the circulation is extremely rapid, as Drinker has 
shown by the study of the distribution of manganese compounds. In all prob- 
ability the lead particles are taken up by the reticulo-endothelial system of the 
tumor, the bone-marrow, the spleen, and liver, for these are the seats of chief 
damage, and lead can be found in them all by analysis. Caution must be used in 
drawing conclusions from animal experiments, because there is considerable 
evidence that in different species the topographic distribution of particulate 
matter differs very considerably. The studies of Aub, Means, and others have 
shown this very conclusively. In the rat the administration of lead causes severe 
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lesions of the liver with the formation of focal necroses, very extensive destruction 
of the spleen, of the bone-marrow, and of the tumor. The tumor is often more 
seriously damaged than the organs, probably on account of the nature of its very 
defective capillary circulation, which leads in the case of large, rapidly growing 
neoplasms to spontaneous necrosis of the center of the tumor, the phenomenon 
correlated also with thrombosis of the veins and capillaries. Lead apparently 
greatly increases this necrosis and causes abundant thrombi to form in the capil- 
laries, with a very extensive congestion of the periphery of the tumor. The degree 
of damage produced is quite beyond that occurring spontaneously. The probable 
action is that the absorbed particles of lead damage the capillary endothelium, 
setting free thrombokinase, which thus facilitates the formation of fibrinous 
thrombi, and then ultimately, as the lead takes on a soluble form and penetrates 
more deeply, there results a certain destruction of the tumor cells. 

All of these facts observed in animal tumors seem to be present in human 
cases, for after the administration of lead, the patient frequently complains of 
severe pain in the growth, and this within a few seconds or minutes of the ad- 
ministration; in other words, far too soon for any toxic effect. It is easy to see how 
thrombi by checking the circulation of the tumor would give rise to oedema, and 
the swelling thus produced put tension on the nerves which lie in the capsule of 
the tumor. The pain cannot be due to any intrinsic nerves, as tumors have been 
shown not to have such an equipment. With the absorption of the necrosed 
products, the tumor gets smaller and the strain on the nerve filaments is di- 
minished, and this corresponds to the clinical phenomenon that the pain passes 
off in 24 hours. Some patients are immediately relieved of their pain but as yet 
no explanation can be made of these individual differences. Human patients also 
have jaundice, which is probably due to the toxic effects on the liver just as is 
observed in animals, and their anemia is correlated with lesions of the bone- 
marrow, which are observable in our experimental material. The animal tumors, 
despite large doses of lead, are actually cured in very few instances. It is per- 
fectly easy to cause the necrosis of go to 95 per cent of the bulk of the tumor, but 
usually at the periphery a few living cells remain and from them a recurrence 
takes place. However, the results obtained from animal tumors cannot be 
directly transferred to human beings. 

Many of the most striking cases which have been observed following lead 
treatment have been in patients with extensive lymphatic involvement of the 
thoracic wall in the form of cancer en cuirasse. In these individuals the cells 
are, as is well known, distributed in fine strands throughout the lymph channels 
of the corium and deeper structures. There can be no question of thrombosis 
here. That would imply necrosis of the entire chest wall. The toxic action 
must be the important factor in this case. But the difficulty of the situation 
lies in just this fact, that there are tumors whose cells apparently resist with 
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the utmost success any toxic action of the lead, just as they resist any destruc- 
tive action of radiation, and there are, on the other hand, tumors whose cells 
are sensitive both to the lead and to the X-ray. Unfortunately, it is rarely 
possible to distinguish these two types microscopically, and therefore it is neces- 
sary to treat a large number of patients in order to get a few successes. We 
cannot select, in other words, by any microscopic examination of the tissue, 
the cases which will prove favorable. 


GENERAL APPLICABILITY OF THE METHOD 


What is the general applicability of this method of treatment at present? 
Unfortunately attempts to produce a stable and hence marketable colloidal lead 
of the same type as that used by Professor Blair Bell have so far met with no 
success. Hence anyone who wishes to try the method must make and standardize 
the product in his own laboratory—a matter of considerable difficulty, as the 
toxicity rapidly increases. A given preparation of colloid can be used for 2 or 
3 days only, and even during this period its lead content changes as a result of 
the settling of the coarser particles and the agglutination of the finer into 
aggregates. 

To those familiar with salvarsan technique, the intravenous injection pre- 
sents no difficulties, but many cancer patients seem to have a very poor surface 
venous supply, and occasionally a patient is encountered in whom it is practi- 
cally impossible to inject the lead without incising the skin. This means 6 
incisions for injection, and probably 3 or 4 more for transfusion, so that the 
available veins become rapidly exhausted by thromboses. 

The treatment requires hospitalization, for many of the patients suffer 
severely in the first 24 hours after the injection, and it is not safe to give lead 
to an ambulant patient. Obviously the other effects from which the patients 
suffer, such as extreme nausea, prostration, or lead colic require hospital care. 

One great difficulty is the expense of transfusions. Few hospitals have 
transfusion funds for ward patients, and donors rarely charge less than $50 for 
600 or 700 cubic centimeters of blood. Assuming that all these difficulties can 
be satisfactorily met, there is still a large percentage of failures. Lither the 
patient receives no benefit at all, or the severity of the toxemia or colic is such 
that the patient declines to continue treatment. There is also the danger of 
sudden death from cardiac weakness, or anuria, but if the patient has been 
carefully examined beforehand, I think these are not to be weighed in the bal- 
ance with the possibility of benefit. After all, the public quite complacently 
accepts the mortality of 5 to 10 per cent in hysterectomies, gastrectomies, or 
other difficult operations for the removal of cancer, and it would therefore seem 
that an occasional death from lead poisoning in cases of perfectly hopeless cancer 
should offer no basis for criticism. The psychology of the situation, however, is 
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curious, and as long as it remains so those who are going to use lead should see 
that the patient’s nearest relatives have an explicit understanding of the dangers 
of the treatment and the possibility of failure, in a carefully worded letter. This 
may prevent unpleasant discussion later. 

It would seem wise, therefore, to limit the use of colloidal lead at the present 
time to well equipped institutions. It is certainly not a method for general 
employment by the practitioner. The idea seems to be fairly widespread among 
the profession, judging by the patients who have been sent to Professor Blair 
Bell for treatment, that the moribund can be healed and the dead brought to 
life. It is vitally important that a large series of the more frequent types of 
tumors, such as carcinoma of the stomach, recurrent carcinoma of the breast, 
recurrent carcinoma of the uterus, and carcinoma of the rectum be treated 
under the most careful supervision of competent physicians, and the results be 
tabulated and published. We shall then be spared the period of blind and 
unquestioning optimism which followed the introduction of radium and of high 
voltage X-ray, the reaction to which has caused a cynical undervaluation of the 
real palliative value of these two therapeutic agents. 








FORMAL RESOLUTIONS PASSED BY THE SYMPOSIUM 


THE FIRST RESOLUTION: MESSAGE TO GERMAN SOCIETY 


The first resolution recorded the friendly interest on the part of those who 
attended the Symposium toward the German Central Committee for Cancer Re- 
search and Cancer Control which was holding its annual meeting at Duesseldorf, 
Germany. Following is the text of the telegram which was addressed to Professor 
Friedrich Kraus, who was presiding over the conference: 

“The American Society for the Control of Cancer, meeting with many dis- 
tinguished students of the cancer problem from the United States, Canada, Eng- 
land, France, Italy, Germany, Switzerland, Holland, and Belgium, sends you its 
best wishes for a successful meeting and expresses its sympathetic interest in your 
committee’s work. Through research and education the scourge of cancer will yet 
be controlled. American Society for the Control of Cancer.” 


THE SECOND RESOLUTION: THE BASIS OF A UNIVERSAL CAMPAIGN 


The second resolution expressed the unanimous opinion of the Symposium 
upon a list of practical facts and sound working opinions which should serve as the 
basis of the campaign which mankind should make against cancer. This resolu- 
tion contained a preamble and fifteen numbered paragraphs,as follows: 

“Resolved that the following statement of facts and opinions be adopted: 

“Although the present state of knowledge of cancer is not sufficient to permit 
of the formulation of such procedures for the suppression of this malady as have 
been successfully employed for the control of infectious diseases, there is enough 
well established fact and sound working opinion concerning the prevention, diag- 
nosis, and treatment of cancer to save many lives, if this information is carried 
properly into effect. 

“1, The causation of cancer is not completely understood, but it may be 
accepted that for all practical purposes cancer is not to be looked upon as con- 
tagious or infectious. 

“2. Cancer itself is not hereditary, although a certain predisposition or sus- 
ceptibility to cancer is apparently transmissible through inheritance. This does 
not signify that, because one’s parent or parents or other members of the family 
have suffered from cancer, cancer will necessarily appear in other persons of the 
same or succeeding generation. 

“3. The control of cancer, so far as this subject can be understood at the pres- 
ent time, depends upon the employment of measures of personal hygiene and 
certain preventive and curative measures, the success of which depends upon 
the intelligent co-operation of the patient and physician. 
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‘4. Persons who have cancer must apply to competent physicians at a suffi- 
ciently early stage in the disease, in order to have a fair chance of cure. This 
applies to all forms of cancer. In some forms early treatment affords the only 
possibility of cure. 

“5. Cancer in some parts of the body can be discovered in a very early stage, 
and if these cases are treated properly the prospect for a permanent cure is good. 

“6. The cure of cancer depends upon discovering the growth before it has 
done irreparable injury to a vital part of the body and before it has spread to 
other parts. Therefore, efforts should be made to improve the methods of diagno- 
sis in these various locations and the treatment of the cancers so discovered. 

“7. The public must be taught the earliest danger signals of cancer which can 
be recognized by persons without a special knowledge of the subject, and induced 
to seek competent medical attention when any of these indications are believed 
to be present. 

‘“*8. Practitioners of medicine must keep abreast of the latest advances in the 
knowledge of cancer in order to diagnose as many as possible of the cases of cancer 
which come to them. 

“‘9. Surgeons and radiologists must make constant progress in the refined 
methods of technique which are necessary for the diagnosis and proper treatment 
not only of ordinary cases but of the more obscure and difficult ones. 

“to. There is much that medical men can do in the prevention of cancer, in 
the detection of early cases, in the referring of patients toinstitutions and physicians 
who can make the proper diagnosis and apply proper treatment, when the phy- 
sicians themselves are unable to accomplish these results. The more efficient the 
family doctor is, the more ready he is to share responsibility with a specialist. 

“tr. Dentists can help in the control of cancer by informing themselves 
about the advances in the knowledge of the causes of cancer, especially with re- 
lation to the irritations produced by imperfect teeth and improperly fitting dental 
plates. They can also help by referring cases of cancer which they discover to 
physicians skilled in the treatment of cancer in this location. It may be doubted 
whether all dentists fully realize the help which can be obtained from X-ray 
photographs in revealing not only the state of the teeth but the condition of the 
bone surrounding them. 

“12. Medical students should be instructed in cancer by the aid of actual 
demonstrations of cancer patients, and this to a sufficient extent to give them a 
good working knowledge of the subject. 

“13. The most reliable forms of treatment, in fact, the only ones as yet justi- 
fied by experience and observation, depend upon surgery, radium, and X-rays. 

“‘t4. Emphasis should be placed upon the value of the dissemination of the 
definite, useful, and practical knowledge about cancer, and this knowledge should 
not be confused nor hidden by what is merely theoretical and experimental. 
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“15. Efforts toward the control of cancer should be made in two principal 
directions: (1) the promotion of research in order to increase the existing knowl- 
edge of the subject, and (2) the practical employment of the information which is 
at hand. Even with our present knowledge many lives could be saved which are 
sacrificed by unnecessary delay.” 


THE THIRD RESOLUTION: THE ESTABLISHMENT OF AN INTERNATIONAL FEDERATION 
OF SOCIETIES FOR THE CONTROL OF CANCER. 


The third resolution was in regard to a proposition made by Dr. Claude 
Regaud to the effect that an international federation of societies for a campaign 
against cancer be established chiefly to publish abstracts of all papers on cancer 
appearing anywhere in the world. In viewof the fact that the action taken by the 
meeting was somewhat different from that proposed by Dr. Regaud and the dis- 
cussion brought out various points of view on this subject, the proposition as 
stated by Dr. Regaud and a summary of the discussion, as well as the final vote 
on it, are here given. . 

Dr. Soper, as chairman of the committee, read the proposition. It had been 
presented in French, translated into English, submitted to the author and 
approved by him. Dr. Regaud’s proposition follows: 


Project 1 


1. It would be of very great and general interest to establish a permanent 
union between the associations which are concerned with the campaign against 
cancer in all countries. 

This union would have for its purpose an exchange of ideas, of news, and of 
publications, the organization of meetings from time to time, at stated periods or 
otherwise, and the giving of mutual aid for certain works that have a collective 
interest. It would leave full independence in all respects to the associations of 
different countries. 

2. The union of associations against cancer would be realized by the adherence 
of the different national associations, and the establishment of an international 
bureau, whose members would be elected by the national associatons, for a de- 
finite period of time (3 years, 5 years . . . ). 

Contributions should probably be made by the different national associations 
for the purpose of defraying the expenses of the international bureau. 

It would probably be desirable to decide that the international federation 
should admit within its organization only a single association for each autono- 
mous nation. Multiple societies or sections of a single society that might co-exist 
in a country could be represented in the federation only on the basis of one unit 
for each country. 
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3. The regular exchange of news and publications between societies represent- 
ed would permit each one of these to make translations of news items, communica- 
tions, and articles of social interest, and to publish these in its own bulletin. Each 
member of a national society (or of a section of one) would in this way easily be 
kept in touch with important events in connection with the subject of the cam- 
paign against cancer throughout the whole world. 

The organization of international meetings like the one in which the American 
Society has taken the initiative, at suitable intervals and under conditions care- 
fully chosen, would be facilitated by the existence of such a federation. 

4. But the most important end immediately in sight through the formation of 
such a federation would be that of facilitating to an extraordinary degree the 
scientific work of research workers throughout the entire world, by placing at 
their disposal an indispensable instrument of bibliographic documentation, as will 
be indicated in Project 2. 

It is to be noted that the international federation would not have to engage 
directly in questions of scientific and therapeutic research. 


Project 2 


1. Explanation of aims. 1. The number of nations which have entered, within 
a greater or less period of time, or which are now entering, upon the work of 
scientific production is becoming greater every year. Every nation of any im- 
portance, as soon as it enters the field of scientific production, legitimately aspires 
to publish the works of its investigators in its own language. Thus it comes about 
that the German, English, Spanish, French, and Italian languages, which were 
the first scientific languages after Latin, are being joined by the Russian, Polish, 
Czechoslovakian, Hungarian, Japanese, Arabian, and other languages. The 
Dutch and Scandinavians, despite the great age and the high value of their scien- 
tific production, have had the wisdom and the self-effacement to have their works 
published in the three languages which represent at once the most ancient culture 
and the wildest diffusion of the sciences, namely, the German, English, and French. 
But there is little chance that this example will be followed, and nationalism in 
matters of scientific publication represents a stage which, although perhaps tem- 
porary, is at present unavoidable. 

We must, therefore, not attempt to combat it but to reduce its disadvantages. 

2. These disadvantages are enormous. They are such as to constitute a very 
serious obstacle to the advancement of all forms of science by rendering it more and 
more difficult to every worker to become familiar with the documents of the works 
of those who are treading the same path. Each one is more and more exposed to 
the danger of misunderstanding or of even remaining, in good faith, completely 
ignorant of the results of those who share his labors in other lands; of wasting his 
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time in researches that have already been made, and in arriving only at results 
that have already been reached. A still more serious disadvantage is that the more 
earnest investigators, who are not concerned to obtain publicity for their works, 
are exposed to the dangers that their advances and discoveries will remain hidden; 
thus they lose the most valuable recompense of men of science, which is the bring- 
ing to light of fragments of truth that they have come upon. Finally, and most 
important of all, it is evident that the very wide diffusion of facts and ideas is the 
best way of submitting these to the test of verification and discussion, and cf 
making them the stepping stones to new truth. 

3. However, it seems very easy to remedy these drawbacks by utilizing the 
co-operation of all nations for one common work of bibliography, susceptible of 
leaving to each one its complete linguistic independence. It would suffice to have 
a mutual understanding for the creation of a very simple international organiza- 
tion, which should be charged with the very wide dissemination of the list of 
publications and the abstracts of all works published in the entire world. An appli- 
cation of this idea would be desirable, and appears easy to bring about with regard 
to scientific work relating to cancer. Below are the main outlines of the organiza- 
tion which would be necessary for this. 

II. Proposition. Recommendation I. Let us note at the outset that it would 
not be necessary to modify the organizations, scientific associations, or societies 
already existing in the different languages for the publication of original works. 
No bulletin, no archives, etc., need be suppressed or prevented from being written. 

But it is strongly to be recommended that every author, in the common in- 
terest as well as in his own, should acquire the habit (already widespread) of hav- 
ing the text of every one of his publications followed by a well made abstract, 
written (1) in the same language as the text, and (2) in another language, to be 
chosen from among the oldest scientific languages (German, English, French)— 
to which it would be well to join as a third optional language, Italian or Spanish. 

Thus the abstracts would be made by each author himself, which is evidently 
the best guarantee of exactitude as well as a definite piece of economy. 

Recommendation II. Under the patronage of the international federation of 
societies for the control of cancer, there would be published an international 
digest—for which a Latin title should be chosen—for the purpose of collecting 
and publishing (1) titles and bibliographical notes (indexed) and (2) abstracts of 
all articles of a scientific nature published throughout the world on the subject of 
cancer. ‘This international collection would appear in as many different editions 
and languages as there are nations or linguistic groups of nations desiring or able 
to defray the expense of their own editions. 

Suppose that, at the start, there is a German, an English, a French, a Spanish, 
and an Italian group. Let us see what under such circumstances the French 
group would have to do. 
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The French group would have for its directive organization a publication com- 
mittee for the French language, composed of French, Belgians, Swiss, and Cana- 
dians . . . . This committee would assume the responsibility for the French 
edition. It would have its editor at Paris, Geneva, Brussels, or some other city. 
Its subscribers would be the people interested in the scientific work on cancer and 
those who read French by preference. Among them would be found not only 
persons whose native language is French, but also Dutch, Scandinavians, Russians, 
Poles, etc., who put off for the time being the expense of an edition in their own 
language, preferring French if a foreign language must be chosen. 

‘The committee of the French language group would have the following rdéle: 

a. By going over the publications in the French language, it would directly 
collect the titles and abstracts of French works and articles. (In case of need it 
would handle abstracts furnished by the authors, or would have abstracts made on 
its own initiative.) 

b. It would have these bibliographical notes and abstracts printed immedi- 
ately in its own edition, which would be published in the form of booklets. 

c. It would receive, booklet for booklet, all the editions in other languages than 
French—that is, German, English, Spanish, Italian; it would place in its editions 
and have translated into French the abstracts of the German, English, Spanish, 
and Italian works. It would have these translations, as well as the biographical 
notes, printed in French, successively, in the booklets of the French edition. 

d. It would receive from every national committee not having an edition of its 
own, bibliographical notes and abstracts prepared by this committee in one of the 
languages admitted for the abstracts; it would equally have these documents 
translated into French and published. 

e. On its own part, it would fulfil the converse duty of making transmissions to 
all the other four, for the editions in other languages. This is how the committees 
of the language groups having an edition of their own would function. 

National committees'that have no edition of their own would confine them- 
selves to the transmission of their own documents. 

The regulation of this very simple machinery would be entrusted to an in- 
ternational committee depending upon the union of associations against cancer. 
This committee would establish in particular a common set of rules for the dif- 
ferent editions, for the classification of the material, bibliographical rules, etc. 

Any nation whose work might become important enough, and whose language 
might have a sufficient clientele of readers, would always have the right to create 
an edition for itself. Conversely, a nation or a linguistic group not having a 
sufficient clientele, would have the right to suspend its edition and to become 
merged with another group. 

Each group would defray the entire expense of its own edition, and would have 
the independent use of the money coming from sales and subscriptions. 
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The necessary expense in places where sales and subscriptions should prove 
insufficient could naturally be met by the national societies for the control of 
cancer. 

Questions of details would be decided by the Committee of Federation. 

Sucha work is one of the easiest to organize and maintain by an international 
effort, since it leaves complete autonomy to each country and at the same time 
renders an assuredly great service to scientists of the whole world. 


DISCUSSION 


Dr. GeorGE A. Soper: I have read to you the full document submitted by Dr. 
Regaud. It has been referred to the Committee and discussed by it. The Committee 
is inclined to consider the proposition favorably, but sees difficulties in the way of meet- 
ing the expenses and certain features of administration. The Committee thinks the 
subject should have consideration by the Symposium itself. 

As Chairman of the Committee I suggest that this meeting pass a resolution referring 
the whole subject to the societies of the different countries with the idea that study be 
given by them to determine if it is possible to carry the plan out. Such approval would, 
in my opinion, be indispensable to the establishment of a sound and permanent organiza- 
tion such as is proposed by Dr. Regaud’s interesting document. 

I move the following resolution: 

ResoL_veD that the proposal for an international federation for the purposes 
stated by Dr. Regaud be endorsed in principle and referred back to each national 
society for study and recommendations as to further action. 


Dr. WitttAM H. Wetcu: We are indebted to Dr. Regaud for his able and carefully 
considered proposal and I hope it will be carried into action. For the present I think the 
wisest procedure is that which has been proposed by Dr. Soper, for we must not forget 
that this will be a step of great significance. I would call attention to the fact that there 
have been somewhat similar international unions and confederations. The bibliographi- 
cal side should be carefully considered. In regard to this there should be consultations 
with our National Research Council and others in the same or related fields. I think a 
considerable sum of money might be available from them for bibliographical work along 
these lines. 

What should be done by the various national organizations for cancer research and 
control is a matter for their further deliberation. I, for one, feel very grateful to Dr. 
Regaud for his carefully considered and interesting project and I hope it will be carried 
into effect along the lines he has proposed. 

I second the resolution. 


Dr. RAFFAELE BASTIANELLI: I wish to say, in regard to the proposal for an inter- 
national association, that there are many nations interested in this subject of cancer, 
and bringing it about will be a great help in the vital question of uniting the nations 
of the world. I believe the proposition of Dr. Regaud is a sound one and that we should 
express our approval of it in a general way without binding ourselves and submit the 
plan for the consideration of the several societies to which we belong. 


Dr. CLaupDE REGAupb: The project for a union among all the national leagues for 
the control of cancer will not require complicated machinery. I do not believe it is 
necessary to make the member pay very much. What I propose is a benevolent ex- 
change of the publications of the societies connected with it and of the ideas they may 
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have. The general proposition could now be approved and the details could later be 
submitted to special committees to be elected this evening. The immediate aim is to 
improve the bibliography of cancer. This bibliography is now very difficult to make 
and it will every day become more difficult. 


In France, the Franco-Anglo-American League has begun to study this question. 
Every year the League spends a large sum of money to translate articles on cancer, and 
these are published in the Bulletin of the French Society for the Control of Cancer. The 
Bulletin generally appears with from 200 to 300 pages, but the League has the impres- 
sion that the Bulletin is quite incomplete and it is too expensive. If every country 
would take the responsibility of having abstracts made of papers published in that 
country, the Bulletin would cost less and would be more accurate and complete. 

If this Symposium believes that the proposition is not a wise one, then it would be 
best to leave the project in the hands of the Franco-Anglo-American League to get in 
touch with two or three similar leagues and carry out the plan as best it can. 


Mr. W. Sampson HANDLEY: We are indebted to Dr. Regaud for his suggestion. 
The only matter on which I am in doubt is whether this is the most simple way to 
accomplish the desired result. An International League implies an office with a staff. 
I believe this is unnecessary. 

The object is to get an interchange of scientific papers on cancer, and if each society 
would get these papers which are published in its own country and have them abstracted 
in its own language, then the corresponding societies in other countries could deal with 
the papers as they wished. Countries not publishing such abstracts might make a con- 
tribution to those which do. In this way accurate bibliographies could be obtainable 
without the creation of another organization. If by an agreement between the national 
associations an interchange of abstracts could be assured, I think that would meet the 
case. 

[ am in favor of the resolution presented by Dr. Soper. 


Dr. ArcuipaLtp Lerrcu: The British Empire Cancer Campaign has begun the 
publication of abstracts of every cancer publication in the world. It has collected a sum 
of money and employs abstractors who are not only familiar with the foreign languages 
but are well acquainted with the subject of cancer. 

We are starting the publication by issuing a volume a year and we will be very grate- 
ful for any papers or any publications that may be sent to us at once as we insist on these 
abstracts being made quite soon. Our staff endeavors to make them within two months 
after publication. The British Empire Cancer Campaign has considerable funds behind 
it. I should advise you to let us supply you with this journal. I do not believe it will 
cost you anything. It is very complete. Some of the articles we abstract are not 
worth it, yet we abstract them just the same. 

The resolution was then put to vote and unanimously carried. 
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The final dinner was presided over by Thomas W. Lamont, Esq., and the 
speakers included Professor Stephen Leacock, Professor William H. Welch. Dr. 
Wendell C. Phillips, Dr. Howard Canning Taylor, Sir John Bland-Sutton, Pro- 
fessor H. T. Deelman, Professor Henri Hartmann, and Professor Raffaele 
Bastianelli. 

Professor Leacock’s address was an eloquent and forceful denunciation of 
quackery. 

Professor Welch announced the principal results of the conference and invited 
attention particularly to the statement of facts and opinions which had been agreed 
to. He said that the great note struck at the conference was the tremendous im- 
portance of the cancer question and the appalling problems it presented. There 
was never a time when tuberculosis presented problems of such magnitude. The 
general public and the medical profession must be aroused to the vital importance 
of efforts to control cancer. “However inadequate our knowledge is today,’’said 
Professor Welch, ‘‘it is an obligation of the profession to the general community 
that every effort be made to control this scourge. The community must be taught 
that all types of cancer are not certainly and inevitably fatal if they are recognized 
and properly treated at an early stage. Emphasis has been placed by the Sym- 
posium upon the importance of research work, the need of further additions to our 
knowledge on the one hand and equally the necessity of applying the existing in- 
formation for the saving of many lives and much suffering on the other. There is no 
disease in which larger additions have been made to our knowledge than cancer, 
but because this knowledge does not reach the public it seems trivial. The many 
papers and discussions that have been brought out at the meeting will be pub- 
lished and will make a volume which will be an epochal contribution to our 
knowledge of cancer.” 

Dr. Phillips said that the meeting had done much to stabilize knowledge and 
would clarify opinions about cancer held not only by medical men but by the 
public. In this respect it would accomplish what no other meeting had done be- 
fore. It was a great thing to preach up the right rather than to preach down the 
wrong and those at the Mohonk meeting had preached up the right. There had 
been no attacks on individuals or institutions. 

Dr. Taylor described briefly what the Symposium at Mohonk had really been 
in his opinion. In the first place, the time of those present had been fully occupied 
each day from early morning till late at night either with the formal or informal 
discussions. He had been greatly impressed with the work being done in Europe. 
There was a growing interest in the subject of cancer everywhere and a definite 
demand on the part of the laity for correct information concerning cancer. 
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“Are we of the medical profession,” asked Dr. Taylor, “going to teach the 
laity or are we going to wait until the laity comes to us demanding information? 
I think we should give the laity the things they should know.” Dr. Taylor con- 
cluded by expressing the appreciation felt by the American Society for the Control 
of Cancer to those who had made the Symposium possible by their contributions 
of money and time. 

Sir John Bland-Sutton declared that the meeting would make medical history. 
There had been a complete absence of acrimony, he said, and much work ac- 
complished. The zeal with which so many investigators, surgeons, and physicians 
had come from all parts of the European and American continents was admirable 
and the earnestness they displayed at the conference was beyond all praise. In all 
his experiences at congresses and association meetings he had never been to one 
with a better setting than the Symposium at Lake Mohonk. 

Professor Deelman said that the old proverb “the fault of the Dutch is in 
giving too little and asking too much” could be applied to the cancer research 
worker today; but everyone was doing his utmost to solve the great problems 
before him. Some had succeeded more than others but the discovery of the cause 
of cancer and the way tosuppress it appeared to be still far off. On behalf of many 
of the foreigners, Professor Deelman expressed his appreciaton of the value of the 
Symposium and of the many courtesies received. 

Professor Hartmann thanked the toast master for the opportunity afforded 
him to express admiration and congratulations on the work toward the control of 
cancer being done in America and on the success of the Mohonk Symposium. 
The American Society for the Control of Cancer had been well organized, as had 
been the Symposium which it had brought about. The papers and discussions had 
been very important and those who had participated in the Symposium were to 
be felicitated upon formulating the simple statement on the control of cancer to 
which the Symposium had agreed. 

Professor Bastianelli expressed cordial appreciation of the opportunity afforded 
him to take part in the Symposium and promised to spread the news of the meet- 
ing upon his return to Italy. It was a most important gathering. 

















